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For 


Dry skin, after hydro- 
therapy 


Chronic eczema 


| Softening calluses, 
corns, “horny” heel 


Soothing after electro- 
desiccation 


Shoe ‘‘rub”’ or chafing 


Routine foot hygiene 
in diabetes 


Adhesive tape reac- 
tions 


Indolent ulcers 
Dry, chafed feet 


Burning, itching feet 


Try 
TASHAN 
CREAM 


You'll like it 
and so will the patient 


Tashan Cream soothes, softens, 
stimulates healing — contains 
vitamins A, D, E, and d-panthenol in 
a non-sensitizing, cosmetically 
pleasing, absorptive cream base. 

In tubes, 1 oz. 

Tashan Cream is compatible 

with most types of 

other medication indicated. 
TASHAN'**: Creom 


Hoffmann-La Roche Inc Nutley, New Jersey 
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AN IMPORTANT ANNOUNCEMENT 
OF 
CHIROPODIST SUPPORT FROM INDUSTRY 
ON 
THE DAILY PUBLIC CONTACT LEVEL 
INCLUDING 


Outlines of an extensive program of direct, practical and ethical co- 
operation in furthering the professional information and public relations 
programs of 


THE NATIONAL ASSOCIATION OF CHIROPODISTS 


AND 
THE AMERICAN FOOT HEALTH FOUNDATION 


As this issue of the NAC Journal appears, one of the oldest and respected 
orthopedic shoe manufacturers in the United States has already inaugurat- 
ed the initial steps in a continuing cooperative public information program 
which promises to be of far reaching significance to every chiropodist. 


The highlights of this ten point program will be outlined in subsequent 
paragraphs of this report to the profession. 


THE POLICY AND THE PURPOSE 


This solid industrial gesture of good will can probably be best evalu- 
ated in the sponsoring company’s stated policy that “Prescribing For Foot 
Ills And Treatment Belongs Entirely Within The Province Of The 
Profession and not to the Orthopedic Fabricator” — and — “That Sci- 
entific Design and Making Of Shoes To Fulfill That Prescription is The 
Public and Humanitarian Duty of The Shoe Manufacturer.” 


In this new program — and somwhat similar to what otherwise would 
be a grant to a non-profit association — all expenses involved will be 
absorbed by the Foot and Shoe Research Department of the Foot-so- 
Port Shoe Company (division of The Musebeck Shoe Company). 
There will be no direct or implied identification of these companies or 
their products with chiropodists or their organization. 


The chiropodist will have at his disposal the public contact and physical 
facilities of the sponsor as a F segeer = instrument in helping to get the 
profession's message across to the public. 
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HOW THE PROGRAM DEVELOPED 


This activity resulted from many discussions and exchanges of ideas 
between chiropodists and orthopedists with Mr. George E. Musebeck, 
President of the Musebeck Shoe Company. 


Mr. Musebeck, Chairman of The Foot and Shoe Research, Educational 
and ryt om Organization of his companies, selected the under- 
signed as Professional Relations Director of the company’s research 
group in order to properly implement the institutional character of 
this project. 


The board of directors of Mr. Musebeck’s companies has thus authorized, 
in the public interest, the following initial steps to expand this coopera- 
tion in practical aid to organized chiropody throughout each year over 
the United States. 


HOW EACH NAC MEMBER CHIROPODIST 
AND ASSOCIATED GROUPS CAN PARTICIPATE 
(Reminder! There is no expense or om yao to the 


chiropodist or his state, regional or national organization 
in any way in these activities — nor any <—— what- 
soever of commendation of the sponsor to be incurred.) 


Personal recommendations to customers by shoe store presonnel to 
visit a chiro podist. 


During forty continuous years of experience in manufacturing, distri- 
buting and fitting shoes, it has been the observation of the sponsor 
that well over half of all customers who come into a shoe store have 
something wrong with their feet. 


An advance copy of this four page announcement is already in the 
hands of over 2,000 of this sponsor's retail stores. An accompanying 
letter has requested that every time they take shoes off their customers 
and find that the feet are covered with painful corns and callouses, or 
other foot ailments, that they recommend these sore foot customers to 
see a chiropodist. (A certified copy of this letter of instruction has 
been sent to the NAC Washington office and all State and Regional of- 
fices for their files.) 


To further assure that such action shall be taken, a list of all the 

NAC Chiropodists in their city will be made available to these shoe 
customers. While it is the policy of the store not to recommend any 
particular chiropodist, the suggestion is being made that the customer 
go to the one most convenient to him. 


3 There will be a free public distribution of official NAC public in- 
formation booklets (6 titles) now being published by the American 
Foot Health Foundation. (Many thousands of these booklets are new 
being distributed to prospective chiropody patients among the purchasers 
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of the sponsor's shoes. These booklets are used exactly as purchased 
from NAC with no commercial tie-up in any sense, advertising or other- 
wise. ) 


There will be free distribution, exactly as above, of similar selected 
public information literature as issued by state and regional chiropody 
associations. (The latter are invited to submit samples of such literature.) 


5 To cach member chiropodist of the NAC, free distribution is being 
made of the association's public information booklets to be given out 
at his office. The sponsor will allocate from his own volume purchases 
of these NAC booklets, 50 copies of any one title or a selection of a total 
of 50 from the current list of six titles being published by the American 
Foot Health Foundation. (Please request your complimentary copies on 
your letterhead addressed to the undersigned.) The titles are as follows: 


(a) “Good Feet — The Foundation of Good Health” 
(revised edition available Jan. 1957) 


(b) “If The Shoe Fits’ (rev. ed. ready soon) 

(c) “The Care Of Little Feet’’ (rev. ed. ready soon) 
(d) ‘Put Your Best Foot Foward” (rev. ed. ready soon) 
(e) “Stepping Up To A Career” (rev. ed. ready soon) 


(f) ‘Foot Fatigue Costs $125 Million A Year” 
(revised edition ready soon) 


One of the most extensive foot and shoe exhibits of its kind will 

be set up by the sponsor of this program, at the Region 3 Chiropody 
Science Conclave at Atlantic City in - 1957. This will be strictly 
an informative educational exposition of past and present studies made 
in the scientific fabrication of economical and good looking special 
make-up shoes, to fulfill chiropodists’ prescription demands, for patients 
with deformed or exceptional foot conditions. 


At this exhibition there will also be revealed some outstanding new 
developments in basic shoes for chiropodist prescription. 


Chiropodists will also be invited to actually experiment at the exhibit 
with the making of casts utilizing unique equipment which has been 
successfully researched for casting and measuring feet for correct shoe- 
making. Details of this exhibit will be announced later. 


7 Free symposiums to familiarize chiropodists with technical factors in- 
volved in the most modern fabrication methods of building shoes to 
prescription will be arranged by the program sponsor. These meet. 
ings, exhibits and demonsrations will be set up upon the request of 
National, State or Regional Chiropody Societies and Colleges. 
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& A participating D.S.C. Laboratory or Professional Shoe Service Plan 
has been devised to aid chiropodists, in their own interests, to properly 
direct, supervise and control the mapa of prescribed shoes specified 
for their patients. This plan has successfully carried on by a number 
of chiropodists in various cities. Through it they have been able to 
continue in their regular professional practice, yet, in effect, direct what 
practically amounts to their own orthopedic laboratory. Details on this 
plan of cooperation will be sent upon request. 


Free distribution has been me which provides special reports 
on the most advanced methods of taking fool-proof casts for special 
shoes. These study and instruction papers include: 


(a) Report on how to take the required measurements and the 
processes involved in obtaining a heel height and limb 
weight plastic last for custom shoemaking, including speci- 
fication chart, measuring the foot, casting the foot, etc. 


(b) Special report on a revolutionary process of developing 
special custom lasts and shoes to ideally fulfill prescription 
requirements This report reveals how the | roe mame cast can be 
changed into the finished last by the additional procedure 

of vulcanizing thereon a toe of a last (of any chosen style.) 

This report also presents a wealth of informative detail on 

construction practices which have been found to reduce the 


costs of special shoes almost one-half in very many cases. 


10 Extension reports on various aspects of this program of cooperation 
with chiropody will be issued regularly in display space in the NAC 
Journal. Requests to be put on the mailing list for copies of these bul- 
letins are welcomed. 


YOU ARE INVITED 
TO REQUEST FURTHER INFORMATION 


In concluding this announcement, it is suggested that the reader check 
over the activities so far announced and get in touch with the writer 
in order to promptly benefit in this program from the very beginning. 
For a preview of added activities as they develop, please address your 
communications as follows: 
FOOT AND SHOE RESEARCH DEPARTMENT 
Foot-so-Port Shoe Company 
Division of 
Musebeck Shoe Company 
Oconomowoc — Wisconsin 
Mark your letter for the personal attention of 
George J. Deyo, D.S.C. 
Professional Relations Director 
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WE GREET THE NEW JOURNAL 


Congratulations 


The new, impressive format of the 
Journal marks a milestone in, and mirrors 
the growth of, the professional stature of 
the National Association of Chiropodists. 


May this steady progress continue toward 


new frontiers in the healing arts. 


The NAC AGENCY, INC. 


Administrators 
for 
The Insurance Program 
of 
The National Association of Chiropodists 
35 Market Street 
Poughkeepsie, New York 
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PHI ALPHA PI FRATERNITY 
National Convention - February 1-3,1957 
Hotel Statler, Cleveland, Ohio 


The students of Epsilon Chapter of Phi at the Ohio College of 
Chiropody promise the greatest convention program in the history 
of our fraternity. We have been planning this conclave for the past 
8 months and offer a lifetime guarantee of satisfaction!! Everyone 
invited!! 


Convention highlights include 5 outstanding scientific speakers: 


% RAMON D. JACOBS, D.S.C. (Detroit, Michigan), well-known progressive 
chiropodist and outstanding foot surgeon: "Fabrication of Appliances” 


% WILLIAM B. IGNATOFF, D.S.C. (Newark, New Jersey), nationally famous 
award-winning chiropodist: "Re-evaluation of Verruca Therapy" 


% ALLEN P. JOSLIN, M.D. (Boston, Massachusetts), world renowned physician 
from Boston's internationally famous Joslin Clinic for Diabetes: “The 


Chiropodist and the Diabetic" 
% MALCOLM A. BRAHMS, D.S.C., M.D. (Cleveland, Ohio), graduate chi- 


ropodist and orthopedic surgeon; member of Phi Alpha Pi; Professor-in- 
Charge, Department of Surgery, Ohio College of Chiropody: "Selective 
Denervation" (new research in foot surgery) 


%& HENRY L. Du VRIES, D.S.C., M.D. (Chicago, Illinois), famous chiropodist 
and orthopedic surgeon; pioneer in foot surgery: "Value and Technique 
of Foot Surgery in the General Practice of Chiropody" 


REGISTRATION — $15.00 


(Includes one ticket to banquet and dance; admission to national 
delegates meeting—two sessions, ticket to each women's affair, and 
admission to lectures and exhibits) 


Write to: Phil Davidson, General Chairman 
Phi Alpha Pi National Convention 
c/o Ohio College of Chiropody 
2057 Cornell Road 
Cleveland 6, Ohio 
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American College of Foot Orthopedists—Dr. Herman R. Siegler, 39 Flamingo Rd., Levittown, 
L.I., N. Y. 

American Association of Hospital Chiropodists—Dr. Ronald E. Tanner, 304 Bankers Trust 
Bldg., Indianapolis, Ind. 

National Association of Chiropody Students—D. S. Weidner, 1420 Old Wyoming Rd., Read- 
ing, Pa. 


Non-Affiliated 


the Federation of Chiropody Boards—Dr. L. A. Hansen, 800 Professional Bldg., Kansas 
City, Mo. 
American Association of Colleges of Chiropody—Dr. Charles E. Krausz, 926 W. Lehigh Ave., 
Philadelphia, Pa. 


GOING INTO PRACTICE IN ‘57? 
Consult us for every detail leading to your success in chiropody. We 
operate in all the states east of the Mississippi. Call in person, phone, 
or write us. Complete equipment, instruments and supplies. 


SURGICAL SUPPLY SERVICE 


ALSO REGISTERED AS PHILADELPHIA CHIROPODY SUPPLY 
825 WALNUT STREET, PHILADELPHIA 7, PA. 


SERVING CHIROPODY EXCLUSIVELY SINCE 1935 
SEND $3.00 FOR PREPAID ORDER OF 50 ANIMAL-DECORATED PENCILS IN 


THREE COLORS, INSCRIBED “FROM YOUR CHIROPODIST FOR BEING A 
GOOD PATIENT." 
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REGION 3, N. A. C. 


Delaware, Maryland, New Jersey and Pennsylvania 
Proudly Presents a Highlight Preview of Its 


1957 CHIROPODY SCIENCE CONCLAVE 
8th Annual Post Graduate Conference 


APRIL 25, 26, 27 and 28 at the 
AMBASSADOR HOTEL, ATLANTIC CITY, N. J. 


Announcing 
A Galaxy of Headline, Authoritative Lecturers, Including: 


DAVID BRODIE, D.S.C., Pittsburgh, Pa. 

H. L. COLLINS, D.S.C., Cleveland, O. 

A. DARWIN CONLEY, D.S.C., Tulsa, Okla. 

JOSEPH DOLLER, D.S.C., Chicago, lili. 

HARRY FISHMAN, B.Sc., Philadelphia, Pa. 

H. HARVEY HABER, D.S.C., Pittsburgh, Pa. 

GEORGE S. HACKETT, M.D., Canton, O. 

HERBERT M. KNOWLES, D.S.C., Cleveland, O. 

PAUL QUINTAVALLE, D.S.C., Collingswood, N. J. 

HAROLD STOLZENBERG, D.S.C., Pittsburgh, Pa. 
FELTON O. GAMBLE, D.S.C., Tucson, Arizona, President of the N. A. C. 


Special group surgical presentation by Region 3 Fellows and Associates of the 
American College of Foot Surgeons 


A Featured Guest Speaker 


DAVID B. ALLMAN, M.D., F.A.C.S. 
President-elect 
AMERICAN MEDICAL ASSOCIATION 


The Nation’s Largest and Most Diversified Display of 
Technical Exhibits—51 Advanced Contracts Already Received as of 
This Date—More to Come 


Novelty “PAGEANT OF ENTERTAINMENT,” a talent contest. Amateur entertainers 
of our profession will vie with “old pros” in “Chiropody’s Show of Shows.” Entry forms 
under separate mailing. For further information contact: 

DR. JOSEPH F. BROWN, Entertainment Chairman 
87 Centre Street, Nutley, N. J. 


Registration $10.00 (N.A.C. Members ONLY). Mail check or money order to 
DR. ARTHUR M. SCHULTZ, Treasurer 
5046 Jenkins Arcade, Pittsburgh 22, Pa. 
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DIRECTORY OF COUNCILS AND COMMITTEES 


Council on Education 
Dr. Stewart E. Reed, Chairman, 425 Kresge Bldg., Des Moines, Iowa 
Council on Scientific Sections 
Dr. Raymond K. Locke, Chairman, 134 Engle St., Englewood, N. J. 
Committees: 
Research—Dr. William F. Eads, Chairman, 1651 Garnet St., San Diego, Calif. 
Technical Developments—Dr. Leroy C. Numbers, Chairman, 1327 N. Clark St., Chicago, III. 
Dr. William D. Ready, Co-Chairman, 1327 N. Clark St., Chicago, Ill. 
Foot Surgery—Dr. Lester A. Walsh, Chairman, 709 N. Colorado Ave., Midland, Texas 
Roentgenology—Dr. Ralph E. Sansone, Chairman, 1022 Farmington Ave., West Hartford, 
Conn. 
Foot Orthopedics—Dr. Harvey Atkinson, Chairman, 462 Trapelo Rd., Belmont, Mass. 
Hospital Chiropody—Dr. Ralph E. Fowler, Chairman, 16888 Greenfield, Detroit, Mich. 
Pharmaceutical—Dr. Harry L. Hoffman, Chairman, 1098 National Press Bldg., Washing- 
ton, D. C. 
Shoes—Dr. Edward C. Meldman, Chairman, 161 W. Wisconsin Ave., Milwaukee, Wis. 
Children’s Foot Health—Dr. John T. Sharp, Chairman, 1424 Old York Rd., Abington, Pa. 
Medical Chiropody (Dermatology)}—Dr. Marvin D. Steinberg, Chairman, 630 Ft. Washington 
Ave., New York, N. Y. 
Physical Medicine— 
Mechanical Chiropody—Dr, Curry L. Meyer, Chairman, 347 E. Ferris St., Galesburg, Ill. 
Operative Chiropody—Dr. C. Gordon Rowe, Chairman, 1033 Chestnut St., Philadelphia, Pa. 
Council on Journalism 
Dr. Kalph E. Fowler, Chairman, 16888 Greenfield, Detroit, Mich. 
Committees: 
Publications—Dr. Robert Shor, Chairman, 4480 Crenshaw Blvd., Los Angeles, Calif. 
Nomenclature—Dr. Peter N. Varzos, Chairman, 25 E. Washington St., Chicago, III. 
History and Library—Dr. Charles E. Krausz, Chairman, 926 W. Lehigh Ave., Philadel- 
phia, Pa. 
Council on External Affairs 
Dr. James A. Conforti, Chairman, 767 Broadway, Bedford, Ohio 
Committees: 
Medical Relations—Dr. Earl L. Weibel, Chairman, 1921 N. W. 23rd St., Oklahoma City, 
Okla. 
Nursing Relations—Dr. Lon H. Cooper, Chairman, 346-352 Ohio Bldg., Sidney, Ohio 
Industrial Relations—Dr. George F. Holt, Chairman, 248 Charlotte St., Asheville, No. Car. 
Commercial Relations—Dr. Albert R. Brown, Chairman, 7109 W. Vernor Highway, Detroit, 
Mich. 
Council on Foot Health Information 
Dr. Alec C. Levin, Chairman, 1835 Eye St., N. W., Suite 932, Washington, D. C. 
Committees: 
Public Education—Dr. H. L. Collins, Chairman, 318 E. State St., Columbus, Ohio 
Public Relations—-Dr. Burdette L. Anderson, Chairman, 21535 Lorain Rd., Fairview Park, 
Ohio 
National Health Program—Dr. Arnold W. Newman, Chairman, 5411 Chester Ave., Phila- 
delphia, Pa. 
Speakers Bureau—Dr. Charles W. Shuffie, Chairman, 1801 K St., N. W., Washington, D. C. 
Audio-Visual—Dr. Marvin W. Shapiro, Chairman, 1059 Spitzer Bldg., Toledo, Ohio 
Council on Legislation 
Ur. Morse K. Upshaw, Jr., Chairman, 511-513 Lamar Life Bldg., Jackson, Miss. 
Committees: 
Federal Affairs—Dr. Charles Turchin, Chairman, 818 18th St., N. W., Washington, D. C. 
State Affairs—Dr. Joseph F. Healy, Chairman, 30 Court St., Westfield, Mass. 
Military Affairs—Dr. Walter C. Gigerich, Chairman, Arkansas National Bank Bldg., Hot 
Springs, Ark. 
Council on Membership 
Dr. Harry 1. Horowitz, Chairman, 30-96 Steinway St., Astoria, L. I., N. Y. 
Committees: 
State Society Memvership—Dr. Wm. S. King, Chairman, Three Sisters Bldg., Memphis, 
Tenn.; Dr. Sam  <. Abdoo, Co-Chairman, 2125 David Stott Bldg., Detroit, Mich. 
Vocational Guidance—Dr. L. B. Thompson, Chairman, 705 Kenosha National Bank Bldg., 
Kenosha, Wis.; Dr. Milton Wolfson, Co-Chairman, 5 East 9th St., New York, N. Y. 
Students Organization—Dr. M. D. Marr, Co-Chairman, 204 Paramount Bldg., Cedar Rapids, 
lowa; Dr. Donald Altman, Co-Ohairman, 767 Lexington Ave., Rm. 403, New York, N. Y. 
Ethics—Dr. Ronald E. Fields, Chairman, 224 Bennie Dillon Bldg., Nashville, Tenn. 
Chiropodical Assistants—Dr. John Forsythe, Chairman, 400 Washington Ave., Charleroi, 
Penna. 
Council on Internal Affairs 
Dr. Charles R. Branungham, Chairman, 311 Security Bldg., Long Beach, Calif. 
Cammittees: 
Professional Economics—Dr. B. C. Egerter, Chairman, 909-11 Empire Bldg., Pittsburgh, Pa. 
Museum—Dr. George Nelson, Chairman, 420 Kresge Bldg., Minneapolis, Minn. 
Committee on NAC Insurance—Dr. Irving Pashin, 12 Catharine St., Poughkeepsie, N. Y. 
Constitution and By-Laws Committee—Dr. J. V. Behar, Chairman, 105 Halsey St., Newark, N. J. 
Committee on Scientific Program—Dr. Jack Stern, Chairman, 25 E. Washington St., Chicago, III. 
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POWDER 


“AN OUNCE-AND-A-HALF OF PREVENTION” 


dee 


in superficial 
fungous infections 
of the feet, especially 


DERMATOMYCOSIS PEDIS 
(athlete’s foot) 


Reducing by more than 85% the incidence of infection 
in a controlled study of 5600 servicemen, Desenex 
Powder dramatically demonstrated its prophylactic 


efficacy. 


As continuous therapy 


reportedly gives best results, 


the following simple regimen is suggested: 


NIGHT 


DAY 


Available at all pharmacies as: 
POWDER Zincundecate: 

1% oz. shakers & 1 lb. cans 
OINTMENT Zincundecate: 

1 oz. tubes & 1 Ib. jars 
SOLUTION Undecylenic Acid: 

2 oz. & pt. bottles 


DESENEX OINTMENT applied liberally to 
infected and surrounding areas each 
night before retiring. 


DESENEX POWDER applied each morning 
by dusting freely on feet (gently rub- 
bing in) and in shoes and socks. 


Cures the average moderate to severe 
case in from one to three weeks. 


Write for SAMPLES and literature 


MALTBIE LABORATORIES DIVISION 
lalttie WALLACE & TIERNAN INC. 
PD-58 25 MAIN ST., BELLEVILLE 9. NEW JERSEY. U.S.A 
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STATE BOARD MEETINGS 
FOR EXAMINATION AND LICENSURE 


Alabama 
she Alabama Medical Board of Examiners. Board Secretary: Dr. Elizabeth P. Sealy, 34 South Perry 
Street, Montgomery, Ala. 


Arizona 

The next meeting of the Arizona State Board of Chiropody Examiners will be held for examination in 
February, 1957, at 313 West McDowell Koad in Phoenix, Arizona. Board Secretary: Dr. Julius Citron, 
313 W. McDowell Road, Phoenix, Arizona. 

California 

rhe California Board of Medical Examiners. Board Secretary: Louis E. Jones, M.D., 1020 N Street, 
Room 530, Sacramento, Calif. 


Delaware 
ihe State Board of Chiropody Examiners of Delaware. Board Secretary: Dr. Bertram H. Blum, 112 £o. 
State St., Dover, Dela. 


District of Columbia 
rhe Board of rodiatry Examiners of the ee of Columbia. Board Secretary: Dr. Harry L. Hoffman, 
1098 National Press Bidg., Washington, D. 


Georgia 
rhe & Georgia State Board of Chiropody Examiners. Board President: Dr Charles W. Beasley, Jr., 1205 First 
National Bank Bidg., Atlanta, Ga. 


Idaho 
rhe idano State Board of Chiropody Examiners. Board Secretary: Dr. Alma N. Miller, 301 Kane Bidg., 
Pocatello, Idaho. 


Iilinois 
rhe illinois Chiropody Examining Committee. Beard Secretary: R. G. Keeley, D.S.C., 261 So. Poplar, 
Centralis, Ill 


Kansa 
rne Kansas Board of Podiatry Examiners. Board President: Dr. L. E. Krause, 1107 Williams St. Great 
Bend, Kansas, or Kansas Board of Podiatry Examiners, 872 New Brotherhood Bidg., Kansas City, Kansas. 


Maine 

The Maine Board of Examiners in Chiropody and Podiatry will hold its next meeting on March 12-13, 1957, 
at the City Building in Portland, Me. Board Secretary: Adam P. Leighton, Jr., M.D., 192 State St., Port- 
land, Maine; Podiatry Examiner: Dr. Elisworth C. Reed, 547A Congress St., Portland, Me. 


Massachusetts 

‘The next board meeting of the Board of Registration in Chiropody-Podiatry will be held for reciprocity, 
conditionally, and examination, June and December, at the State House, Boston, Mass. Board Secretary: 
Dr. James F. Dunne, 428 South Street, Hyannis, Mass. 


Minnesota 

rhe Minnesota Board of Chiropody Examiners will hold its next meeting on June 20, 1957, at the Minnesota 
State Capitol in St. Paul, Minn. Board Secretary: H. W. Leibold, D.S.C., 221 Hamm Bidg., St. Paul 2, 
Minn. 


Mississippi 

rhe Mississippi State Board of Health. Board Secretary: Dr. Felix J. Underwood, Old Capitol, Jackson, 
Miss. 

Missouri 

rhe next Doard meeting of the Missouri State Board of Chiropody will be held for reciprocity and examina- 
tion on June 16-1/, 1957, at the Jefferson Building in Jefferson City, Mo. Board Secretary: Dr. L. A. Hansen, 
800 Professional Bidg., Kansas City, Mo. 


Nevada 

The next board meeting of the Nevada State Chiropody Board will be held for examination on May 6, 1957 
at 150 Chestnut Street, Reno, Nevada. Board Secretary: Dr. William A. Edwards, 150 Chestnut St., Reno, 
Nevada. 

New Hampshire 

ine New Hampshire Board of Registration in Chiropody. Board Secretary: John S. Wheeler, M.D., 107 State 
House, Concord, N. H. 


New Mexico 

‘The next board meeting of the New Mexico State Board of Chiropody will be held for reciprocity (upon 
application) and examination on July 13-14, 1957, in Albuquerque, N. M. Board Secretary: Morris Haas, 
V.3.c., 1301 Central Ave., East, Albuquerque, N. M 


North Carolina 

rhe North Carolina State Board of Chiropody Examiners. Board Seeretary: Dr. Charles Darby, P. O. 
Box 55, Statesville, N. C 

North Dakota 

The next board meeting of the North Dakota Board of Registration in Chiropody will be held for reciprocity 
and eXamination on April 21, 1957, at = First Ave., No., Fargo, No. Dak. Board Secretary: Dr. E. B. 
Snuff, 611 First Ave., No., Fargo, No. 

Oklahoma 

The Oklahoma State Board of Chiropody. Board Secretary: Dr. Warren D. Long, 1217 No. Walker St. 
Oklahoma City, Okla. 


Tennessee 
The Tennessee Board of Registration in Catsepety. Board Secretary: Dr. Arthur Richert, 3355 Poplar St, 
Memphis, Tenn. 


Tex: 
The 'T Texas State Board of Chiropody Examiners will hold its next meeting on January 25, 26, and 27 in 
Beaumont, Texas. Board Secretary: Dr. Lewis M. Hoppock, P. O. Box 3315, Temple, Texas. 


Utah 

rhe next board meeting of the Utah State Board of Chiropody Examiners _, be held for examination 
in July 1957 at the State Capitol in Salt Lake City, Utah. Board Secretary: Dr. A. Bowden, First Security 
Bank Bidg., Provo, Utah. 

West Virginia 

The next” board meeting of the Medical Licensing Board of West Virginia will be held for examination 
in January 1957 at the State Office Building in Charleston, W. Va. Board Secretary: N. H. Dyer, M.D.. 
State Office Building, Charleston, W. Va. 

Wyoming 

the wyoming State Board of Kegistration in Chiropody. Board Secretary: Dr. Duane NeuSchultz, P. O. 
Box 1029, Torrington, Wyo. 
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BUSCH BURS 
for the Chiropodist 


SINCE 1905 — the finest alloyed steel 
burs in a wide variety of the most de- 
sirable shapes and sizes. 

Busch burs are noted for smooth, true-running 


operation and uniform high vality, each bur 
style scientifically designed for a specific 


purpose. 


Send coupon for complete literature 
and price list. 


INVITED 


PFINGST 

& Co., Inc. PFINGST & Co., Inc. 
62 Cooper Square 62 Cooper Square 
_ New York 3, N. Y. New York 3, N. Y. 


Gentlemen: 
Please send literature and price list on PFINGST 
products for the chiropodist. 


Dr 
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REGION 5 N.A.C. 


THE MIDWEST CHIROPODY CONFERENCE 


Sponsored by Chiropody Societies of 
Indiana, Illinois, Michigan, Wisconsin 


HEADLINING 


DR. LAWRENCE JONES 
"The Postural Complex" 


DR. HERBERT PRENTICE 
"Management of the Rehabilitation Patient" 


DR. JOHN GRAHAM 


"Rationale of Internal Medication and 
Therapeutics” 


A PHYSICAL MEDICINE FORUM . . . with authorities 
on all phases of physical therapy giving 
indications and treatment 


MARCH 15, 16, 17, 1957 
MORRISON HOTEL 
CHICAGO, ILL. 


Please refer to J.N.A.C. Jan, 1957 when writing our advertisers 
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get light from any direction with new Castle lamp 


“Any-angle” Light 
makes your work easier 


This lamp puts light right where 
you need it—and doesn’t waste your 
time with unnecessary adjustments. 

Castle No. 26 Chiropodist’s Light 
moves quickly to any position you 
want . . . sidewise, right or left, up or 
down. Lamphead moves at your 
touch, swings on full-turning yoke and 


LIGHTS AND STERILIZERS 


2-jointed arm link. Cool, color-cor- 
rected light covers entire work field 
with the correct intensity for easier 
vision. Designed for the Chiropodist. 
There’s one way to prove how much 
easier Castle No. 26 Light can make 
your work—see it in your office. Phone 
your Castle dealer for ademonstration! 


WILMOT CASTLE CO., 1869 E. HENRIETTA RD., ROCHESTER, N. Y. 


Please refer to ].N.A.C, Jan. 1957 when writing our advertisers 
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spin it around... swing it around .. . 
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Foul weather 
is fair weather 
for athlete's foot 
infections ! 


YOU CAN DEPEND ON 


TO KNOCK OUT 


ATHLETE'S FOOT FAST 


’ OCTOFEN is becoming an increasing favorite 
in the treatment of athlete’s foot because of its 
successful action in treatment of certain fungus 
infections. OCTOFEN LIQUID containing fungicidal 
8-hydroxyquinoline kills T. mentagrophytes within two 
minutes by laboratory tests. Early cases never get a 
foothold; advanced cases often respond to treatment 
in as little as two weeks time. Clinical studies reveal that 
OCTOFEN LIQUID is effective in more than 90% of 
all cases treated, and is kind to tender, infected skin. 
It is greaseless, non-staining and quick drying. 
No awkward wet dressings or packs are required — 
just swab the affected parts generously when 
the patient is under treatment and instruct 
continuation at home until relieved. 


WE RECOGNIZE CliIROPODISTS AND PODIATRISTS AS FOOT HEALTH AUTHORITIES 


Al4 Please refer to J.N.A.C. Jan. 1957 when writing our advertisers 
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OCTOFEN 
LIQUID 


There’s no over-treatment, no skin de- 
struction, with OCTOFEN LIQUID. 
It kills T. mentagrophytes, the most 
common culprit in two minutes flat in 
laboratory tests. Its active agent 
8-hydroxyquinoline benzoate is potent 
but gentle. It penetrates deep to kill 
dormant fungi, dries fast! 


~ 


McKesson & Robbins, Inc., Bridgeport 9,Conn. « 


OCTOFEN 
POWDER 


Used primarily as a superb preventive 
measure ...and between liquid applica- 
tions . . . patients should be instructed to 
shake liberally in hose and shoes. 
Assures fungistatic action, in a satin- 
smooth, non-caking form. Helps keep 
feet extra-dry, thanks to thirsty silica 
gel. Soothing to tired, tender feet and a 
splendid protection against foot odors. 


Free Sample! 
WRITE TODAY! 


e McKesson & Robbins, Inc. "9. 


Bridgeport 9, Conn. Dept. NC 


© — Kindly send me free samples of your Octofen Liquid and Octofen Powder. * 


ADDRESS 


ay 
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Latest research* proves 


Dry fungicidal powder 


helps prevent 


athletes foot 


Scientific findings 
confirm greater 
effective value of powder 


Newest experiments endorse powder as an effective guard 
against Athletes Foot. Researchers report regular use of a 
drying, mildly fungus-killing powder prevents dermatophy- 
tosis. The findings support the popularity of prevention of 
fungus infection by powder with both doctors and patients. 


Many doctors use and recommend Quinsana Powder. 
Quinsana covers the skin with a powder-barrier that blocks 
the growth of Athletes Foot fungi. Moist, fungi-breeding 
cracks in sensitive areas around the toes disappear. Quinsana 
soothes and cools hot, tired feet while it protects them. Use 
and recommend Quinsana! 


*Experiments conducted under Army grant of QUINSANA 
Doctors from New York University Post Grad- 

uate Medical School and the Skin and Cancer 

unit of University Hospital. 


Mennen ... Skin Specialist for over 80 years 


Alé Please refer to J.N.A.C, Jan, 1957 when writing our advertisers 
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THE 


JOURNAL 


OF THE 


NATIONAL ASSOCIATION of CHIROPODISTS 


THE OFFICIAL PUBLICATION OF THE PROFESSION 


VOLUME 47 


JANUARY, 1957 


NUMBER | 


SUPPORT OF BODY WEIGHT 


THE sTATEMENT by Turchin' that “The 
foot as a whole acts as a transmitting mech- 
anism to a supporting structure” has been 
on occasion misinterpreted. Some have in- 
ferred from this that the feet do not sup- 
port the body. 

A support is that part of a structure 
which is used to hold up, or in position, 
to bear weight or stress, to keep from sink- 
ing or falling, and also to sustain a load. 
The supporting resists displacement so that 
opposite reactive forces manifest themselves 
in the support. 

The foot is the terminal part of the body, 
and acts as a support of that body (as well 
as aids in locomotion). It is affected by 
static and dynamic factors, gravital forces, 
and by the law of gravity. 

The foot structures are subjected to the 
total stresses and strains of the forces going 
through them to the ground. The foot is 
the primary recipient of the forces coming 
up from the ground to equalize the forces 
of body weight, and thus becomes the re- 
ceptor of a two-fold shock. The foot shows 
definite reactions to these forces, and we are 
very much concerned about these reac- 
tions.'-? 


*Staff member, Armour Research Foundation, Ili- 
nois Institute of Technology Chairman, Research 
Committee, A.C.F.O. 


‘ol. 47, No. 1, THe JOURNAL of the NATIONAL 
SSOCIATION of CHIROPODISTS, JANUARY, 1957 


EMIL S. BURGER, A.A., D.S.C., F.A.C.F.O.* 


Chicago, Ill. 


Turchin! cites the Third Newtonian Law 
to substantiate his statement. The third 
law is applicable, and later it will be shown 
how it is. The Third Newtonian Law states 
that if a force meets with a resistance, a 
counterforce or reaction is created, oppo- 
site in direction to the primary force, and 
furthermore, that if both forces are equal in 
size and opposite, they will neutralize each 
other so that the resultant force will be 
zero, and the body will be in equilibrium as 
though no force were operative on it. 
Thus, for the Third Newtonian Law, we 
must have: 

1. A primary force. 2. A resistance. 3. A 
counterforce or reaction opposite to the 
primary force. 4. Both forces, if equal and 
opposite, will neutralize each other. 5. The 
resultant force will be zero. P 

True, the earth does support everything 
above it, but let us analyze the foot and see 
how it acts as a support of the body weight, 
and its relation to the earth. 

With reference to Figure 1, we have an 
illustration of the skeletal structure of the 
foot, medial aspect. W, represents the body 
weight, G, the line of gravity, B-2, the ball 
area of the forefoot (includes the five meta- 
tarsal heads). H-2, the rear foot, the heel 
area. F-2, represents the body weight forces 


‘ 


at the ball area, and F-3, the body weight 
forces at the heel area. The earth is shown 
by the long line as indicated, and R-1, rep- 
resents the reaction forces at the ball area, 
and R-2, reaction forces at the heel area. 

The small dark areas at B-2 and H-2 rep- 
resent finite sections of bone, also repre- 
sented by d, and the upper limits of the 
finite sections are indicated by the small 
circles at B-2 and H-2. 

Since the earth supports everything above 
it, we must consider how the earth sup- 
ports the body weight, and how the feet 
act as supports of the body. The function 
of the feet is to act as a supporting base in 
standing, and as a lever in locomotion. 


Fig. 1. 


In Figure 1, the body weight forces are 
transmitted vertically downward to the foot 
through the ankle, through the foot in an 
anterior path to the ball area, B-2, and to 
the rear foot in a posterior path to the heel, 
H-2. The line of gravity passes downward 
and divides the supporting area, B-2 to H-2, 
into relative areas. 

The total body weight forces are now 
concentrated in very finite sections of bones 
at the contact areas of the feet with the 
earth at B-2, and H-2. These finite sections 
of greatest body weight concentration are 
shown by the dark sections at B-2, and H-2, 
and by the dimension, d. These finite sec- 
tions are in very close contact with the 
earth.* It is here that these finite sections 
of bones with the total concentration of 
body weight forces, can be considered as 
part of the earth, and that the earth sup- 
ports the body weight. 
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With the total body weight forces concen- 
trated at these areas of finite sections, at 
B-2, and H-2, the body weight forces can be 
designated F-2 at the ball, and F-3 at the 
heel, and they become the primary forces. 
These primary forces meet with a resist- 
ance, the earth, which creates a reaction 
force opposite in direction. These reaction 
forces are R-1 at the ball area, and R-2 at 
the heel area, and are equal to the primary 
forces F-2 and F-3. Being equal and oppo- 
site to each other, they thus neutralize each 
other and the resultant force is zero. Then, 
F-2 + F-3 = W. R-1 + R-2 = W. F-1 + 
F-2 — W = R-1 + R-2. The resultant 
force is zero since primary forces equal re- 
action force, and since these factors satisfy 
the Third Newtonian Law, it applies in 
this case. 

However, we must consider now, the body 
weight forces which are at the upper limit 
of the finite sections d, and the limits are 
designated by the small circles at B-2, and 
H-2. It is from these points where we now 
consider the feet as the supports of the body. 

One must keep in mind that there are 
many factors which enter into consideration 
of the feet as the supports of the body. 
Such factors are gravitational forces, laws 
of gravity, terrestrial bodies (which we are), 
laws of statics, muscle dynamics, rotational 
forces, moments, balance, equilibrium, and 
others. No discussion will be made of these, 
in order to keep this discussion simple. 

Since the finite sections d, can now be 
considered as part of the earth, then the 
foot acts as a support of the body weight 
from the small circle points at B-2, and H-2. 
The total body weight supported from these 
upper limits of the finite sections would be 
less the weight of the finite sections. 

Remember, that the total weight forces 
were concentrated in the finite sections d, 
which were considered as part of the earth, 
and that the earth supported the total body 
weight at these finite sections. But now, we 
are considering the body weight as being 
supported upward from the circle points in 
the feet at B-2, and H-2. 

Since the finite sections are very small in 
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area and weight, they need not be consid- 
ered as separate factors, and can be in- 
cluded in the consideration of the reactions 
at the weight bearing areas of the feet which 
are in contact with the media upon which 
we stand. With this consideration in mind, 
we again have the primary forces F-2, and 
F-3, the resistance, and reaction forces R-1, 
and R-2. These forces being equal and op- 
posite, neutralize each other with a result- 
ant force of zero and the Third Newtonian 
Law is satisfied. 

The foot can be considered as compris- 
ing two pillars for supporting the body 
weight; one, the anterior pillar, from the 
circle at B-2 up to the ankle, and two, the 
posterior pillar, from the circle at H-2 up 
to the ankle, where the line of gravity 
passes vertically downward. The support- 
ing base for the foot is the distance from 
B-2 to H-2, and as long as the line of grav- 
ity remains within the limits of this sup- 
porting base, the foot will function as a 
support of the body weight. If the line of 
gravity passes beyond the limits, B-2, or 
H-2, the foot would not function as a sup- 
port, and then tendency would be to fall, 
unless the body was in locomotion. 

As to the reference that the earth sup- 
ports the body, and not the feet, assump- 
tions such as the following could be made, 
which could lead to greater confusion and 
controversy. For example: Assume that the 
entire foot to the ankle be considered as a 
part of the earth, then the total weight sup- 
ported would be that part of the body 


above the ankle. Assume that the lower 
leg from the condyle area of the femur, be 
considered as part of the earth, then the 
total body weight supported would be that 
part above the legs. 

This assumption could be carried to the 
point where the body from the neck down 
could be considered as part of the earth, 
and then it would be supporting only the 
weight of the head.5 

We are concerned with the feet acting as 
a four point support of the body, and all 
the reactions which the feet undergo at the 
weight bearing points as they contact the 
media upon which they stand. 

Statements in which references are made 
to basic laws of physics and mechanics 
should be clarified by means of an example 
or an explanation, to avoid misunderstand- 
ing and controversy. The discussion on the 
four point support of the body will be pre- 
sented at some future time. 

2543 South Avers Ave. 
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“I would much rather have men ask why I have no statue than why 


I have one.” 
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TISSUE STAIN IN SHARP DISSECTION* 


Ir is the goal of many to attain perfection. 
It is the writer’s opinion that sharp dis- 
section of corns and calluses, their removal 
in one piece with the use of tissue stain, 
attains that goal. The usual method (pal- 
liative) of removing corns and calluses 
as taught in chiropody colleges is a tech- 
nique that is followed by the majority of 
people who treat their own corns and 
calluses via the razor blade. 

The writer learned sharp dissection with 
the use of stain from an old master at the 
art: the late Dr. William DeVeny. This 
family of chiropodists, three brothers, two 
sisters and the grandfather, built a 
tremendous following by doing sharp dis- 
section. They developed a stain which 
they kept in the family and would tell 
the formula to no one. This was a prac- 
tice in the old days; professional secrets 
were well guarded. I sincerely believe that 
they attributed the success of the technique 
to the stain, not to their dexterity or well- 
learned art. 

It was difficult for me to learn sharp 
dissection. I quickly decided that it could 
be done with or without the stain, but 
as I became more proficient in the art 
I depended more and more upon the stain. 
Today I use it on every case without excep- 
tion. It sets up a true line of demarcation 
between healthy and callous tissue. It is 
this line that we follow in this work, almost 
exclusively. 

Dr. DeVeny told me the formula of his 
stain. It was nothing more than 15% tinc- 
ture of iodine. By the time the ounce 
bottle of iodine had been uncapped during 
use, it became stronger with the loss by 
evaporation of the alcohol, and when it 
was one-third gone, it was of the correct 
strength. They first cleansed the tissue with 
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Fig. 1. Staining for Sharp Dissection. 
Upper—Before Staining 
Lower—After Staining 


alcohol, Bactine', or phenol in 2% solution 
and then applied the iodine with brush or 
swab. This was wiped off and pure winter- 
green leaf oil applied to the growth. This 
was wiped off at once, and they began their 
sharp dissection. The iodine penetrated 
the growth well, and the wintergreen leaf 
oil kept the growth pliable to handle with 
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Fig. 2. Dissected Tyloma of Fig. 1 


Fig. 3. Close-up of Nucleus Dissected in Fig. 2. 


the tweezers as they followed this line of 
demarcation. 

There is nothing in this world that 
cannot be improved, and the writer felt 
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Fig. 4. Heloma on Fifth Toe Removed by Sharp 
Dissection Following Staining. 


that even the stain might be helped with 
the use of wetting agents to obtain better 
penetration. We used ten drops of Tergi- 
tol? No. 7 to the ounce of tincture of iodine, 
and we found that it increased the pene- 
tration of the stain by 50%. Wetting agents 
have long been used by pathologists in 
getting penetration of the stain for tissue 
work. For those now doing sharp dissec- 
tion, we suggest the use of this stain. It 
makes the work easier to do. For those 
wishing to learn the art, by all means use 
stain. 


910 Corbett Bldg. 


1. Miles Laboratories, Inc. 
2. Union Carbide and Carbon Corp. 


“The best time to repent of a blunder is just before that blunder is 


made.” 


AssociaTIon of CHiropopists, JANUARY, 1957 
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A STATISTICAL REPORT ON ROENTGEN FINDINGS 
IN A REVIEW OF 1290 FOOT RADIOGRAPHS 


SEVERAL years ago the author served on the 
faculty of the Long Island University Col- 
lege of Podiatry as a lecturer in roentgen- 
ology research. One of his research proj- 
ects was the review of current radiographs 
in the Foot Clinics of New York for ‘the 
purpose of setting up a cross-index filing 
system of pathology. 


The mission was completed with a re- 
view of 1290 cases. A break-down of the 
normal] and pathological findings into cate- 
gories for study makes interesting statisti- 
cal material for the literature. 


Careful evaluation and appreciation of 
the significance of each of the roentgen 
findings gives one a sense of broadness, a 
feeling of being launched into a wide ex- 
panse of knowledge, a desire to lend further 
study to the physiopathologic mechanisms 
responsible for such roentgen alterations. 
With this thought in mind we will attempt 
to interpret, differentiate, and illustrate 
some of the more prevalent symptoms in 
this study. For purposes of study many 
findings of interest, despite their small 
numerical value statistically, will be rated. 

Soft tissue swellings (10.9%) were found 
as an increase in thickness and a loss in the 
fascial planes of the tissue. Such a finding 
must be differentiated effusion 
(3.02%) and soft tissue mass (.4%). Ef- 
fusion is evidenced by an increase in den- 
sity of a joint space with distention of the 
joint capsule which is clearly outlined in 
relief from other periarticular tissues. A 
soft tissue mass is a localized increase in 
density of the soft tissues, definitive in its 
outline. 


An understanding of the significance of a 
soft tissue swelling may render yeoman 
service to the diagnostician. Acute inflam- 
matory lesions due to ‘trauma or some in- 
trinsic systemic disorder such as gout or 
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rheumatoid arthritis may be better appre- 
ciated with close observation of the site of 
swelling correlated with a good history and 
clinical findings. The presence of bone 
changes underlying the swelling are often 
corroborative. Infection and its sequelae 
may be studied closely with noting the 
type, extent and character of the soft ‘tissue 
changes in density and thickness. Labora- 
tory corroboration is always helpful and 
necessary. 

Effusions may be seen with marked in- 
crease in the synovia, hyperplasia of the 
villi, presence of loose bodies or chondro- 
matoses, and often in a nodular state with 
the presence of an intra-articular tumor. 
Biopsy and withdrawal of effusion for ex- 
amination will assist in diagnosis. 


A soft tissue mass may be a tumor, bursa, 
cyst, or ganglion. Differentiation is made 
clinically and by operative investigation 
biopsy. 

Calcifications were noted with phlebo- 
liths (3.1%), arteriosclerosis (7.8%) , calci- 
fied bursa (.15°%) and other calcareous de- 
posits (7.1%). These are calcareous de- 
posits which lack a definite shape, are 
blotchy and flocculent, have no internal 
trabecular pattern and no definite outline. 
The tissues found to be calcified have the 
same location, and course as the anatomical 
structures they represent. 

Phleboliths are rounded calcareous de- 
posits in ‘the vein walls. When the veins 
themselves are calcified they are seen as 
streaks of calcific density. Arteriosclerosis is 
represented by broken calcareous lines out- 
lining a tube-like structure where the arte- 
ries are normally expected to be found. A 
bursa is commonly found over a joint, be- 
tween the skin and bone or tendon and 
bony prominence. Very often a calcified 
bursa may be noted beneath a chronically 
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Atrophic Loss of Substance ........... 23 
9 
1 
Soft Tissue Swelling 129 
9 
Subperiosteal Calcifications Reactive .. 12 
Degenerative Periostitis ............. 41 
Denegerative Arthritis .............. 96 
1 
Fibrocystic Degeneration ............ 2 
Rheumatoid Arthritis ............... 6 
Charcot’s (Possible) l 
40 
Narrowed Joint Space ............... 81 
29 
Widened Joint Space ............... 13 
2 
Compact Island 10 
Foreign Body 4 
42 
8 
2 
6 
Synpolydactylism 1 


Tabulation of 1,290 Cases 


Macrodactylian 1 
Elongated Anterior Calcified Process . 3 
Bowing of Bones ............++++++: 7 
2 
Short Fourth Metatarsal ............ 10 
Talipes Equinus l 
Accessory Ossicles 354 
Apophrysis 47 
Epiphyseal Studies 19 
1 
1 
Anomalous Development ............ 31 
Wide Ankle Mortise ...........000. 12 
10 
Pes Valgo Planus 2 
Metatarsus Primus Varus ............ 4 
Hypermobile Ist Segment ........... 4 
6 
Flattened Base of Proximal Phalanx 


Incomplete Development of Phalanx .. 2 
Subungual Exostosis 
Faulty Remodeling 
Prominent Medial Malleous Distally .. 1 


6 
Juxtaposition 5 
1 
Chondrodysplasia 4 
Post Operative 8 
1 
tea 44 
Systemic Decalcifications ............ 50 
General Decalcifications ............. 41 
7 
1 
2 
Subperiosteal Calcifications Inert .... 56 
Bipartite Sesamoids ................. 39 
12 
8 


Resorption 


inflamed heloma. Calcifications in sinus 
tracts, glands, muscles and in periarticular 
and ligamentous tissues are not uncommon. 
Needling of the calcareous deposit with 
procaine and withdrawal of the calcium 
may allow for microscopic examination. 

Narrowed joint spaces (6.2%) were 
found to be more common than the 
widened joint space (1.0%). A narrow 
space may be due to destruction of articu- 
lar cartilage or underdevelopment of the 
cartilage. A subluxated joint may present 
narrowing on one side of a joint. Usually 
the narrowed joint is found with other 
manifestations of degenerative joint dis- 
ease. An osteochondrosis such as Frei- 
berg’s may result in widening of the joint 
in the early stages and narrowing later. 

Changes in the thickness of bone are 
represented by hypertrophy (3.2%) and 
atrophy (.6%). This variance in percent- 
age value can be best appreciated when one 
realizes that the feet transmit body weight 
to the weight bearing surface against the 
force of gravity. Stress within physiologic 
limits will result in a thickening of the cor- 
tex, or hypertrophy (3.2%). Thickening 
with irregularity of the cortical outline may 
very well be due to an immaturity of the 
development. 

Atrophy is a thinning or narrowing of 
the cortex. Atrophy (.6%) may occur in 
rheumatoid arthritis, certain metabolic 
disorders, endocrine disturbances, malacic 
states, erythroblastic anemia, etc., and in 
disuse following extensive paralysis or pro- 
longed bed rest. 

Degenerative periostitis (3.1%) is seen 
in the periosteal ‘tissues when stress is 
greater than physiologic limits. The author 
has noted degenerative periosteal irregu- 
larity in the proximal phalanges of the 2nd, 
3rd and 4th toes in traumatic arthritis or 
osteoarthritic patients. 


Subperiosteal calcifications are divided 
for study into a reactive type (.9%) and an 
inert (4.3%). The reactive lesion is irregu- 
lar in outline, confluent with the rest of 
the bone, hazy and indistinct. This may 
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be seen in infections or malignancy along 
with other objective findings characteristic 
of these conditions. The inert type is usu- 
ally posttraumatic and is represented by a 
smooth outline, fusiform shape, even 
density and is separated from the cortex. 
Cortical tears (.9%) has an obvious trau- 
matic etiology. Idiopathic lesions in lieu 
of trauma are to be suspected manifesta- 
tions of breaks in cortical continuity. 


The demineralization of bones in the 
feet represented (10.3%) of the total. 
These are divided into a Systemic type 
(3.8%), a Generalized (3.1%) and Local 
(3.4%). It is obvious that when a decrease 
in density occurs that a differential should 
be made. The systemic type is seen in en- 
docrine, metabolic, renal, rheumatoid arth- 
ritic, old age, and starvation states. The 
demineralization here is found in all or 
most of the bones of the body, while the 
general demineralization involves an ex- 
tremity or a section of bone like a forefoot, 
one foot but not the other, an entire ex- 
tremity, etc. A paralysis, Sudeck’s atrophy, 
causalgic state and postfracture edema 
may cause this type of decrease in density. 

Local (3.4%) decrease in density affects 
a single localized part such as a toe, part 
of a metatarsal head, a single bone or a 
localized part of the anatomy. A hyper- 
emia following an acute inflammation may 
produce a resorption and demineralization. 
This is seen very often beneath a bursitis 
and must be differentiated from infection. 
In demineralization the trabecular pattern 
is still present but the density of bone is 
decreased. 

Compact islands (.7%) are nonreticu- 
lated bodies within bone and have no clini- 
cal significance. These may range from 
2mm to several cm in size. 

Sclerosis (1.5%) is compatible with nor- 
mal healthy bone. Here we find a dense 
trabecular pattern with marginal inter- 
mingling of trabeculae with a normal ad- 
jacent healthy bone. The statistical value 
here stated is only for the unusual types 
found. The student may easily appreciate 
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a sclerosis by noting the sub-articular sclero- 
sis so common on the concave articular 
facet of the posterior surface of the navic- 
ular. Where stress is great within physio- 
logic limits one may note such an alteration 
in bone. 

Condensation (.4%) is usually seen as 
dense bone with loss of the reticular pat- 
tern and a fading or blending into the ad- 
jacent bone. It is commonly found with 
infectious states and neurotrophic lesions. 
Condensation is seen with osteomyelitis 
along with other signs of infection. 

Coarse reticulation (.07%) is not seen 
often but when noted in long bones with 
bowing and narrowing of the medullary 
may very well be suggestive of a Paget’s dis- 
ease. The thickened cortex may be de- 
creased in density with coarse trabecula- 
tions crisscrossing at wide angles. 

Atrophic loss of substance (2.4%) is 
usually seen at the chondro-osseous margins 
of the bones. It is presented as punched 
out area of bone substance at the heads of 
the metatarsals. The margins are smooth 
and the outline of loss of substance is clear 
and definite. Rheumatoid arthritis and 
gout are the most likely etiologic basis for 
such changes. Hemophiliacs, neurotrophic 
lesions and some mycotic infections of bone 
must be differentiated. 

Reaction area (1.0%) is a flat hazy in- 
distinct appearing bone seen early in in- 
fections. The bone takes on a washed-out 
appearance. 

Active destruction (2.3%) is a loss of 
bone en masse. The outlines are usually 
irregular and spiculated. It may be seen 
with infections and malignancy. Naturally, 
other signs and symptoms are to be evalu- 
ated. Active destruction very often results 
in irregular detritus (.07%). Irregular de- 
tritus may be noted in A Charcot joint with 
massive effusion (3.2%). Condensation 
and subperiosteal calcifications of reactive 
type may also be present. 

(.69%) was interpreted 


Osteomyelitis 
only when all the signs of infection were 
noted, e.g., reaction area, reactive subperios- 
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teal calcification, condensation, active de- 
struction, etc. 

Degenerative joint disease (7.4%) is one 
of the more common disturbances affecting 
the feet. Here we note degenerative 
changes in the joints locally as a result of 
trauma, e.g., narrowed joint space, lipping 
osteophytes, limitation of functions, pain 
and swelling. If these signs are present 
systematically it is reasonable to suspect os- 
teoarthritis. 

Loose bodies (1.0%) are degenerative 
alterations in cartilage with calcareous de- 
velopments within the confines of the ar- 
ticular capsule. 

Infectious arthritis (.07%) is not ‘too 
common in the feet. However, one must 
be constantly aware of systemic lesions 
causing arthritic pains. Early observation 
of this lesion can save much later discom- 
fort and destruction of joint tissue. The 
laboratory and x-ray examination confirms, 
e.g. (increased sed rate, leukocytosis, exam- 
ination of joint fluids, active destruction 
of bone, etc.) . 

Fibrocystic degeneration (.15%) may be 
noted after acute inflammation with mul- 
tiple, rounded cystic areas of decrease in 
density at the end of long bones. Usually 
a narrowed joint space accompanies this 
lesion which may be a symptom of arthri- 
tis. The author has seen fibrocystic degen- 
eration at chrondro-osseous margins in 
rheumatoid arthritics. 

Luetic arthritis (.07%) is noted by de- 
struction of bone transverse to the long 
axis. This may be interpreted by its char- 
acteristic destruction as well as production 
of bone. A serological examination con- 
firms the diagnosis. 

Rheumatoid -arthritis (.46%) is differen- 
tiated from gout and osteoarthritis by 
physical examination, x-ray findings and 
laboratory tests. The destruction of articu- 
lar cartilage with atrophic loss of substance 
and effusion may cause sufficient alteration 
in weight distribution:so as to confuse the 
diagnosis with acutely strained feet. The 
percentage here is truly small since it repre- 
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sents only the late manifestations as seen 
radiographically. 

Osteoarthritis (1.2%) was interpreted 
only after ascertaining that the degenera- 
tive changes were systemic. Because the 
radiographs were strictly local it is reason- 
able to believe that this percentage is 
relative. 


Charcot’s joint (.07%) is a neurotrophic 
degeneration usually the result of cord 
lesions such as syringomyelia, lues, dia- 
betes, etc. 


Lipping (7.2%) is a common degenera- 
tive hypertrophic development about the 
rim or margin of a joint with overlapping 
articular margins. Because of the trauma 
that most joints of the feet are put to, such 
changes are readily produced. Trauma and 
osteoarthritis are etiologic. The hallux 
joints, talocrural and tarsometatarsal artic- 
ulations are commonly affected. 


Osteophytes (8.3%) are hypertrophic 
projections from the joint margins at right 
angles to the bone axis. They are usually 
seen with lipping and often represent a 
degenerative calcification of articular liga- 
ments at their attachment to the joint 
margins. 


Osteochondrosis (2.9%) is seen as a 
Kohler’s or Freiberg’s. Twenty-three cases 
were Freiberg’s osteochondrosis of the meta- 
tarsal heads. Only two of these cases in- 
volved the 3rd metatarsal head. All the 
others affected the 2nd head. 


Fusion (1.16%), only two out of fifteen 
fusions were postsurgical. The other cases 
presented fusions of the Ist metatarsal and 
medial cuneiform, the 2nd metatarsal to 
proximal phalanx; navicular-cuneiform 
and cuboid fusion; navicular with cunei- 
form, lower 3rd tibia and fibula; navicular- 
cuboid and calcaneocuboid synostosis; tar- 
sometatarsal fusions; cuneiform and cuboid 
synostosis; talonavicular bridge. 


Synostosis of the 5th (20%) is repre- 
sented by a synostosis of the middle and 
distal phalanges. The percentage of this 
type of synostosis could easily run up to 
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50% or more. Since the figures here are the 
findings in those radiographs viewed, both 
rearfoot and forefoot, and as many x-ray 
plates did not show the toes, it is assumed 
that the percentage would be greater if 
only the forefoot radiographs were used for 
figuring the percentage. 

The significance here is that the majority 
of 5th toes may have only two (2) pha- 
langes instead of the three (3) quoted by 
anatomy texts. A further study of these 
synostosis should be made for a better un- 
derstanding of the etiology of heloma. 


Dislocation (2.2%) is generally trauma- 
tic although complete displacement is pos- 
sible following destruction of joint car- 
tilage by infections or rheumatoid arthritis. 


Subluxations (3.2%) are very common 
at the metatarsophalangeal and interpha- 
langeal joints. Generally there is an under- 
lying etiologic basis for these changes which 
appear as secondary manifestations. Degen- 
erative joint disease trauma or infection 
may be etiologic. 

Fractures (11.8%) are seen quite fre- 
quently in the feet. Most of these lesions 
involved the forefoot, especially the toes. 
The proximal phalanges are fractured in 
the usual “bedroom type” injury. The 4th 
and 5th proximal phalanges are affected 
often. March fractures involving the meta- 
tarsal necks and fractures of the base of the 
5th metatarsal were seen in great frequency. 
Callus (.93%) develops in the usual man- 
ner in the bones of the feet. It is interest- 
ing to note that some idiopathic fractures 
of the metatarsals show little or no x-ray 
evidence until callus develops. Here ‘the 
diagnosis is made on physical examination 
and serial radiographs. 

Faulty remodeling (.3%) is relatively 
uncommon. Most fractures repair and re- 
mode] well with adequate treatment. In 
clinics treating general medical problems 
the incidence of faulty remodeling would 
be greater. 

Exostosis (2.2%) included all exostosis 
other than the subungual type (3.4%). 
The subungual exostosis (3.4%) as a sin- 
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gle entity according to this study was found 
with greater frequency than the combined 
exostosis seen on all the other bones of the 
feet. Radiographs should be taken of all 
painful nail lesions presenting a thicken- 
ing or elevation of the nail plate. 

Spurs (12.4%) were quite evident on the 
heels with or without symptoms. Twelve 
of the 181 cases presented dorsal spurs over 
the Ist metatarsal head. These are seen on 
lateral radiographs. The size and extent 
of spurring is no indication of the amount 
of pain the patient is experiencing. Many 
spurs were found on casual examination 
of radiographs for other tarsal lesions. 

Osteoma (1.7%) was diagnosed on the 
basis of an outgrowth of bone with cortical 
outline and internal trabecular pattern 
continuous with the bone from which it 
arised. This must not be confused with 
osteoid-osteoma. 


Lack of substance (.3%) is commonly 
found in solitary bone cysts, enchondro- 
mata and fibrous dysplasias. Lack of struc- 
ture (.9%) is usually congenital and is 
noted by absence of entire bones or parts 
of a bone at birth. 

Expansion (.15%) is usually a finding 
in tumor development. Giant cell tumors 
expand by accretion. Enchondromata grow 
with expansion. In malignancy destruction 
is too rapid and great to produce expan- 
sion. 

Foreign bodies (.3%) although common 
in the foot are not the type seen on radio- 
graphic examination. Metallic substances 
are readily seen and very often 'the varying 
densities in the soft tissues may indicate 
the presence and location of a foreign body. 


From a strictly academic standpoint, and 
with a realization that the physical findings 
are essential for substantiation and evalua- 
tion of the condition I present the next 
group of statistics. 


Abnormal developments (.2%), Macro- 
dactyly (.07%), Elongated Anterior Cal- 
caneal Process (.23%), Bowing of Bones 
(54%), Pes Cavus (.3%), Pes Planus 
(.3%), Talipes Equinus (.07%), Prema- 
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ture Foot (.7%). Since weight bearing 
full foot views were not taken no attempt 
was made to interpret such conditions as 
midtarsal fault, pes cavus, pes planus, etc. 


The above statistics are truly in error 
as regards the incidence of arch problems 
in this series of radiographs. 


A short fourth metatarsal (.7%) is be- 
lieved to be the result of a paralysis or 
trauma in childhood with early fusion of 
the epiphysis. Hereditary influences are 
noted on finding these conditions bilat- 
erally. 


Accessory ossicles (25.1%) of all the 
cases viewed were seen with great fre- 
quency. Many of these were seen as multi- 
partite developments of ossific patterns. As 
many as quint-partite ossicles have been 
noted. This multipartite development 
seemed to be most prevalent in the os pero- 
neum. Of the 354 cases presenting acces- 
sory ossicles 10.5% were accessory bones at 
the plantar of the 5th metatarsal heads, os 
tibialis externum 9.0%, os tibiale 3.4%, os 
trigonum 5.4%, os peroneum 19.7%. Ac- 
cessory bones must be differentiated from 
calcifications, epiphyses and apophysis. 


Apophysis (3.6%) were not differen- 
tiated as being normal or pathological. It 
is the author’s opinion that a diagnosis of 
apophysitis cannot be made on roentgen 
findings alone. An inflamed apophysis may 
be interpreted at times by the physiologic 
alterations seen on the radiograph with a 
local demineralization. Irregularity of an 
apophysis may be evidence of immaturity 
and continuing development. 


Anomalous developments (2.4%) were 
variable and rather insignificant pathologi- 
cally. They are however of academic in- 
terest. 


A widened ankle mortise (.9%) is often 
a complication following a severe sprain. 


Juxtaposition (.3%) of metatarsals II 
and III is often considered as pathological. 
The author believes that these lesions are 
seen bilaterally and have an hereditary or 
congenital background. Metatarsal discom- 


fort is generally due to other pathology 
but may be influenced by an imbalanced 
forefoot such as is presented with juxta- 
position. 

Paget’s disease (.07%) shows little or 
no evidence in the foot proper. The 
tibia is commonly affected in _ these 
patients. Thickened trabeculae, a criss- 
cross woolly pattern, hypertrophy of the 
cortex and bowing of the long bones is 
suggestive. Widening of the calvarium is 
pathognomonic. 

Ainhum (.5%), seven cases must be dif- 
ferentiated in its early stages from ordinary 
callus tissue. The firm fibrous constricting 
bands usually affect the 5th toes, encircling 
and cutting off circulation to the distal end. 
Although the soft tissues distal to the con- 
striction may become bulbous early the 
bone becomes dense, condensed and 
atrophic. 

* Enchondromata (.15%) is usually found 
in the phalanges of the fingers and toes. 

Bipartite sesamoids (3.02%) are com- 
mon under the Ist head. The author has 
seen as many as seven parts to a sesamoid. 


The fibrocartilaginous attachments are sub- 
ject to tears. 

Trophic osteitis (.5%) is a demineral- 
ization characterized by multiple spotty 
areas of decrease in density. These are 
seen in posttraumatic Sudeck’s atrophy, 
causalgic states and vasospastic disorders. 


Summary 


The author wishes to note that an ex- 
haustive review of the literature has failed 
to show a similar statistical study. 

Roentgen findings heretofore have been 
characterized as definite diagnostic entities. 

A study is presented here of objective 
findings as viewed radiographically on the 
feet of 1,290 patients. These normal, phy- 
siologic and pathologic findings demon- 
strate the vast field which exists for study. 

The statistics are representative of the 
enormity of the foot problem. They may 
very well serve as an impetus for further 
study. 
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CHIROPODY IN A VETERANS ADMINISTRATION HOSPITAL* 


I AM VERY HAPPy to have the opportunity 
to present this paper dealing with Chi- 
ropody in the Veterans Administration. 
I trust my experience in the V.A. will serve 
to give further insight to the projession 
as a whole, regarding the function and 
need of Chiropody and the future Chi- 
ropody has in the Federal Services. 

Six years ago when the Veterans Adminis- 
tration Hospital at Montrose was first 
opened to serve veteran patients, it ws 
recognized by the very progressive adminis- 
tration that foot care was an important 
part of total patient care. With these 
thoughts a Chiropodist was appointed, 
though the position is not part of the 
routine staffing guide of the Medical and 
Surgical Services of the Veterans Adminis- 
tration. 

The Veterans Administration being the 
largest medical agency in the world today, 
has the largest potential for recruitment 
of chiropodists because of the great need 
of our hospitalized veteran patients. 

Generally, patients who are treated for 
psychoses, as they are at Montrose V.A. 
Hospital, which is predominantly a neuro- 
psychiatric institution, must undergo rela- 
tively long periods of hospitalization as 
compared with the average stay of the 
general medical and surgical case. During 
his long hospitalization the N.P. patient 
has no opportunity to visit his own chiropo- 
dist and therefore the hospital was 
equipped and staffed to take care of the 
patients’ podiatric needs It was my task 
to develop a program of ‘podiatric exami- 
nation, diagnosis and treatment by mechan- 
ical, chemical, physical and surgical means. 
In addition to our neurological, tubercular, 
neuro-psychiatric and general medical and 
surgical hospitalized patients, service con- 
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nected out-patients, and employees, on an 
emergency basis also required treatment. 
On first arriving at the hospital I had no 
formal written guides or plans for a 
podiatric service. I didn’t even have an 
office assigned to me, or equipment to start 
work with. I was assigned as a staff member 
to the surgical service and, in short order, 
office space was secured. I was given a free 
hand to develop a program, as well as to 
specify the necessary allocation of equip- 
ment and supplies to set up an efficient 
foot care service. It wasn’t long before a 
Chiropody Clinic at the Montrose Veterans 
Administration Hospital was a reality. 


Referrals were few at first and it was 
dificult to understand why this was so 
in an 1800 bed hospital where patients 
were on their feet all the time in all types 
of recreational, industrial and _rehabili- 
tating activities. I decided to explore this 
situation and my suspicions were con- 
firmed. It was simply a case of lack of 
communication from psychotic patients 
who were passive, withdrawn and for the 
most part in poor contact with reality. 
The program that developed has resulted 
in contributions to total patient care and 
toward the development of administrative 
and functional relationships with other 
hospital disciplines, such as_ surgery, 
psychiatry and nursing. 

As I was the only chiropodist on the 
hospital staff and responsible for the po- 
diatric care of our patient population dis- 
tributed throughout thirteen buildings, it 
was necessary that nurses and aides assist 
me in the prophylactic chiropody program 
to maintain the maximum foot health 
at the hospital. To make this effective 
a series of lectures were given. These lec- 
tures included such topics as (1) prin- 
ciples and procedures of foot inspection, 
(2) recognition of foot conditions that 
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require treatment, (3) method of referral 
and (4) how to execute my written podia- 
tric orders as prescribed. This included 
elements of foot anatomy, physiology, dif- 
ferentiating normal from abnormal, prepa- 
ration of preventive measures such as foot 
baths, proper shoes and socks, and the gen- 
eral prophylactic measures necessary for 
the prevention of dermatophytosis which 
is so easily contacted where there are large 
ward populations. They also had to assist 
me in ward rounds and treatment clinics 
that I set up on each building. The nature 
of patients’ conditions and patients’ distri- 
bution necessitates podiatric clinics on 
some buildings, whereas other patients are 
scheduled for treatments in my office on 
a regular schedule. Prophylactic podiatric 
programs have been set up in all buildings 
and are under my supervision. 


I can best illustrate the work that is done 
at a V.A. hospital through my own personal 
experiences. 


My work includes the diagnosis and 
treatment of patients with skin hyper- 
plasias, inflammatory foot lesions, verruca, 
ulcers, burns, dermatological lesions and 
all foot disorders, including foot pathology 
localized or resulting from systemic or 
metabolic diseases, as arteriosclerosis, lues 
and diabetes mellitus. In cases of systemic 
and metabolic diseases I am called in on 
consultation to treat the podiatric manifes- 
tations by the Chief of the Medical Service. 
In order to make correct diagnosis and de- 
termine proper treatments, we use hema- 
tology, serology, parasitology, roentgen- 
ology and physical medicine done on my 
podiatric written order by technicians. 


I diagnose and treat dermatological 
diseases involving podiatric areas, condi- 
tions involving podiatric orthopedics, 
prescribe proper shoes for problem cases 
which require examination of the feet 
and identification of foot disorders. I deter- 
mine whether standard shoes may be 
ordered and modified by attachment of 
special heels, metatarsal bar, brace, arch 
supports or other prosthetics and prescribe 
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these, or whether shoes must be specially 
constructed for pathology. Special shoes 
are prescribed for cases involving injured 
or partially amputated feet. 


As consultant in chiropody hospital-wide, 
I am called in by the ward physicians, resi- 
dents and chiefs of the various services 
for differential diagnosis between organic 
and psychosomatic (psychological), or 
called in by corrective therapy (P.M.R.S.) 
to devise prosthetic foot appliances for 
special cases (i.e., neurological), or neu- 
rology service calls me in to recommend 
treatment to the corrective therapist 
(P.M.R.S.) for restoration of function of 
affected podiatric area. 


As the only chiropodist at the hospital 
I have the responsibility to keep medical 
and surgical staffs up to date on current 
advances in chiropody. Chiropody func- 
tions at Montrose as an in-service part of 
the medical program, as a member of the 
hospital ‘treatment team, working together 
to make more effective the treatment team 
as a concept, and for consideration of 
the patient as a whole person. 

Periodically, at the request of the nurs- 
ing service, lectures that deal with the 
role and function of the podiatry unit in 
the total hospital treatment program are 
given to nurses and aides in their orienta- 
tion course. 


There are meetings with consultants in 
other related medical fields to consult on 
those atypical cases which are complicated 
by pathology, precipitating or aggravating 
existing podiatric conditions, for example: 
(1) psychiatric consultant (foot symptoms 
are often associated with psychological 
aspects), (2) surgical consultant (to deter- 
mine if surgical intervention is necessary 
in complex cases) . 


I am responsible for keeping current for 
the hospital staff, professional literature 
and the latest research outcomes of diag- 
nosis and treatment of podiatric cases. This 
is done by participating in staff and clini- 
cal conferences. Recommendations to the 
medical library committee for appropriate 
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literature and periodicals to maintain the 
high standards of the hospital are made. 


I am administratively under the Chief 
of the Surgica) Service, and as a member of 
the staff of the surgical service, perform 
podiatric surgical treatment which involves 
cutting and suturing incisions and the use 
of anaesthesia. 


The medical personnel assigned to each 
building are supervised by me in the podi- 
atric program which, in part, can affect 
responsibility for the quality of the podi- 
atric program which, in part, can affect 
the over-all progress of patients’ conditions, 
is mine. By participating in teaching, train- 
ing and research programs, my actions, 
philosophy and decisions influence a wide 
variety of personnel from allied medical 
services, i.€., doctors, nurses, consultants, 
to offer the best over-all patient care while 
the veteran patient is hospitalized. 


In carrying out my duties as chiropodist 
a great deal of personal judgment is called 
for. I must constantly exercise such clinical 
judgment and make such decisions which 
are dependent upon my personal educa- 
tion, training, experience and knowledge 
of the profession of podiatry-chiropody. 


Needless to say, the Chiropody Program 
must reflect the highest levels of profes- 
sional functioning. During medical and 
surgical conferences chiefs of other medical 
services call on me to make spontaneous 
and pertinent professional judgments and 
recommendations without previous prep- 
aration. I must ever be ready to notice 
need for change in program and procedure 
which would increase quality and quantity 
of service for our patients, as well as 'to in- 
crease efficiency of the service to reduce 
overhead costs to the Government. 


Keeping abreast of the current literature, 
not only in chiropody but in other allied 
fields, is very important in order to offer 
equally competent service to the typical 
and atypical pathologies our patients pre- 
sent in the podiatry service. An example 
of this is the N.P. patient. In addition to 
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the routine podiatry diagnostic examina- 
tion, in psychiatric patients no final diag- 
nosis is given without special consideration 
of the psychiatric condition of the patient. 
The need to make a differential diagnosis 
is always complicated by the psychological 
concomitants, as well as the patients’ per- 
ception of psychological attributes ascribed 
to the foot, i.e., foot may be seen as a 
psychological instrument of hostility, of 
progressive or regressive locomotion, as a 
psycho-sexual symbol. 


The question is always asked of me as to 
whether there are particular approaches to 
foot treatment based upon particular psy- 
chiatric diagnosis. Experience has indi- 
cated that there are no such convenient 
solutions. The fact that a patient has a 
diagnosis of schizophrenia, for example, 
does not in itself alert the podiatrist to any 
specialized method of dealing with the pa- 
tient or expediting his treatment. Each 
patient has to be appraised individually. 
Some approaches have been developed on 
the basis of experience that are fairly effec- 
‘tive in a specific situation. Where there is 
a patient suffering from catatonic rigidity, 
it is frequently found that positions once 
assumed are difficult to change. In treat- 
ing a patient whose diagnosis indicates a 
paranoid element, it is wise to avoid too 
much discussion. Many of these patients 
introduce topics with a challenging ques- 
tion. If I am not alert with ‘these cases I 
find myself trapped in an endless discussion 
during which the patient may draw from 
his fantasies and preoccupations and be- 
come more and more disturbed and ex- 
cited. Conversation, therefore, must be 
closely watched and directed into relatively 
neutral channels. By observing the patient 
and his tone of voice it is possible to gauge 
areas of danger in 'this region. When han- 
dling patients who are known to be as- 
saultive or suicidal it is imperative to keep 
dangerous instruments, chemicals, etc., out 
of possible reach. Even where the patient 
appears to be passive he may suddenly make 
an unexpected move and hurt himself or 
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others if he can get his hands on such in- 
struments. In treating the assaultive pa- 
tient he is always under observation by my 
assistant. 

In gaining the patient’s cooperation the 
chiropodist’s own manner is important. 
He should be interested in the patient, 
friendly but firm. He should be alert and 
resourceful in meeting the challenges pre- 
sented by this ‘type of patient. He must 
avoid being led into a false behavior in re- 
sponse to the bizarre behavior of the pa- 
tient. For example, where a patient is in 
poor contact and unresponsive to direc- 
tions, there is often a tendency on the part 
of the podiatrist to raise his voice in an 
effort to communicate, much as though the 
patient had defective hearing. Needless to 
say, nothing is accomplished by this. 
Another false approach is the attempt to 
“baby talk,”” prompted by the mistaken 
equating of the patient’s immature be- 
havior with actual childishness. Again, 
with a completely inert patient, the chi- 
ropodist may fall into the practice of dis- 
cussing the patient or his condition in his 
presence, little realizing that the patient 
may be acutely aware of what is said and 
resent it, despite his silence. Later, even 
if the patient improves, there will be a 
residual hostility and dislike of the chiropo- 
dist, or of foot treatment in general. 


It can be seen that a comprehensive Chi- 
ropody Program can be carried out for 'the 
psychotic patient, despite the many diffi- 
culties presented. Following the admission, 
examination and subsequent treatment, if 
any, should the patient remain in the hos- 
pital for any significant period of time, he 
is scheduled for routine examinations, very 
much as the private patient is recalled in 
outside practice. By this method the pa- 
tient’s foot health is maintained despite 
periods of long hospitalization. 


Because of the large hospital population 
and the special conditions encountered, as 
seen in diabetic and vascular disease pa- 
‘tients, it was necessary to institute a pro- 
gram of new techniques and ways of treat- 
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ment and prophylaxis.. Periodic examina- 
tions, treatments at shorter intervals, as 
well as programs of instructions for these 
special patient groups were developed. 


Within the hospital I am constantly in 
touch with ward physicians, nurses, aides, 
etc., in the routine maintenance and func- 
tioning of my program in which I cover the 
total hospital population in numerous 
buildings and also the follow-up treatment 
of patients. At times I am called in by the 
Director, Professional Services and/or the 
Manager to discuss and evaluate program- 
matic developments as well as to give pro- 
fessional opinion in special podiatric prob- 
lems. 

As I conclude, I am impressed by the fact 
that no dissertation within the necessarily 
limited time available to me under the 
present circumstances, adequately describes 
the nature and variety of the experiences 
offered to the chiropodist in the Veterans 
Administration Hospital system. The 
Veterans Administration today operates the 
largest medical institution in the world 
and, as such, offers a tremendous potential 
in terms of opportunities for research and 
personal growth professionally. Fortu- 
nately, the administration of the V.A. is a 
progressive one and I can truthfully say 
that it recognizes the importance of foot 
care as essential to the well-being of the 
patient. I have attempted in this brief 
paper to demonstrate the role of the chi- 
ropodist in the V.A. Hospitals, generally. 
I trust that at the same time I have also 
been able to illustrate the unique character 
of the chiropodist’s function in a neuro- 
psychiatric setting. This is clearly a spe- 
cialized role, but I dare say that there are 
generic principles involving the treatment 
of disturbed patients which can be of value 
to the average practitioner. For better or 
worse, not all disturbed people are confined 
to institutions and the chiropodist, like any 
other professional man, must be sensitive 
always to ‘the differences between the pa- 
tients who come to him. In the Veterans 
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A NEW APPROACH IN THE 
THERAPY OF DESQUAMATION 
AND DELAMINATION OF NAILS 


LORRAINE H. DIETZ, A.B., M.P.H., D.S.C. 
Richmond Heights, Mo. 


SpirA! was apparently the first to point out 
the relationship between mottled nails and 
mottled dental enamel. As contentious as 
some of Spira’s assertions may be, it has 
been evident to the author that there exists 
a direct proportion between nail and 
enamel mottling consistent with the fluo- 
ride concentration or the variability in 
water consumption. 

This is not startling when we consider 
the fact that the enamel of the teeth and 
the finger and toenails arises from the same 
embryologic structure, i.e., the ectoderm. 

The nails of the toes contain virtually 
pure keratin and also contain fluoride. Of 
importance is the fact that mottled enamel 
and nails are the only two early signs of 
chronic endemic fluorosis. Acute fluorosis 
affects the arteries as well. I have demon. 
strated sections of toenails to absorb at 
least a 2% NaF solution with avidity. This 
concentration has been used for topical ap- 
plication to teeth with a maintained 40% 
reduction in dental caries. 

Municipal fluoridation is thought to re- 
duce dental caries about 60% in ten-year- 
olds. V. H. Dietz? began his experiments 
on the precise intake of NaF in the control 
of dental caries in January 1951. Working 
as a team, we have observed numerous “side 
effects” in tablet administration. Most of 
these were highly salutary and others only 
rarely bothersome, e.g., mild allergies; slight 
nausea, pyrosis, and possibly atherosclerosis. 
The latter indicates that the fluoride ion 
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should only be used exceptionally after 40 
years of age. 

Noting particularly affected nails, I was 
greatly impressed with the effect of the fol- 
lowing therapeutic schedule. This was em- 
ployed whether the water was artificially 
fluoridated or not. It should not be used 
ordinarily in patients consuming water con- 
taining two parts per million, or over, and 
patients over forty years of age. 


I find a supplemented dosage of NaF 
most beneficial to desquamated, delami- 
nated, and soft nails. Stratified nails which 
cannot always be differentiated are not 
amenable to F ion therapy. 


I ordinarily prescribe as follows: 


Rx Tabellae Karidium No. 180 


Sig.: 2 tablets 1 hour p.c. (A.M. and P.M. 
only) 

The earliest effects may be noted within 
two months. Should effectiveness be evident 
after this period, tablet administration may 
be withdrawn. Should three months prove 
ineffective, one is probably dealing with a 
permanently stratified nail. Should the 
condition recur, the therapeutic procedure 
may be repeated as often as necessary. The 
effect accrues to both finger and toenails. 
Effectiveness has been observed in one 
month in fingernails, probably due to the 
greater rapidity of growth. 

Nail delamination occasionally occurs 
among children. However, this treatment, 
at this therapeutic level, cannot be insti- 
tuted until after 12 years of age. ‘It’is to’ be 
remembered that this drug is primarily in- 
tended for the prevention of dental decay, 
and that premature administration, on this 
scale, will surely result-in objectionable 
mottled enamel. It is not yet determined 
whether or not brittle nails, of great con- 
cern to fastidious women, may be benefited 
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by the consumption of bottled fluoride-free 
water. 


9064 Monmouth Drive 


References 


1. Spira, L., Fluorosis, J. Hyg. 43:69, 1943. 

2. Dietz, V. H., Sodium Fluoride Tablets 
in the Precision Control of Dental 
Caries, The Missouri State Dental Jour- 
nal, 33: 7-8, 1953. 


A BUTTRESS APPLIANCE FOR 
CONTRACTED TOES 


MOSE M. REESE, D.S.C. F.A.C.F.O. 
Logan, Utah 


One of the conditions our patients present 
to us, is ‘that in which the 2nd, 3rd, and 
4th toes are in a contracted state, with 
nucleated helomata appearing on the distal 
ends of the toes and sometimes on the 
dorsum. Att times the helomata are vascu- 
lar, with one or more small hematoma 
present to add further injury to the under- 
lying tissues. Some cases may present them- 
selves with ulceration and/or deep sinus 
infections. Before attempting to use an 
appliance, the infection must be eradicated. 
In those cases where the toes are very rigid 
some help can be obtained with the appli- 
ance here described. 

Materials necessary for the construction 
of the appliance are: liquid latex, use from 
a plastic bottle with a nozzle cap, Noreen 
Plastic Bottle—Denver, Colo., tubegauze 
No. 2, absorbent cotton (cuts from 1 Ib. 
roll), adhesive tape, rubber cement, and 
a blower-fan (hand hair dryer). 

The procedure for the fabrication of 
the appliance is as follows: Cleanse the 
forefoot thoroughly with benzol or alcohol 
and dry all areas. Measure from the medial 
side of the second toe to the lateral side 
of the fourth toe and cut a piece of cotton 
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to size. Fold the cotton into a roll, using 
one to two folds, depending on the space 
beneath the toes anterior to the fat pad- 
ding of the foot. The firmness of the roll 
should be judged according ‘to the stiffness 
or rigidity of the toes. The more rigid the 
toes, the looser the roll. Cotton is preferred 
because the desired density and size are 
easy to obtain with this material. 

Next, cut a piece of tubegauze No. 2, 
long enough to encircle the three toes 
loosely, about seven to ten inches long. 
Thread the tubegauze over a towel clamp, 
or hemostat, and take the roll of cotton 
and hold firmly in the jaws of the hemo- 
stat, and pull tthe tubegauze over the 
cotton to the center portion of the tube- 
gauze. Make certain the cotton does not 
pull to a longer size. Cut a piece of tape 
14 x 1% inches, and keep handy. Place 
the cotton enclosed roll under the second, 
third and fourth toes back to the webbing, 
and bring the tubegauze ends through the 
interspaces to the dorsum of the toes, thus 
encircling the toes. Place the tape, tacky 
side up, on the dorsa of the toes and bring 
the tubegauze over and adhere into place. 
Be careful that this is not too tight around 
the toes. Bring the anterior edge of the 
tape over the top of the gauze and adhere, 
then bring the posterior portion over and 
adhere to the other piece of tape. This 
should make a flat roll over the second, 
third and fourth toes from the first inter- 
phalangeal articulation posteriorly. With 
a ball point pen mark an arrow pointing 
to 'the great toe on the tape, and a R or L 
for right or left. Remove the entire appli- 
ance from the toes. Cover the toes and 
webbing with rubber cement and replace 
appliance into position while cement is 
wet. Next force latex into the toe inter- 
spaces to saturate the cotton roll. Be sure 
the surface under the toes is well saturated 
with latex. Then cover the remainder of 
the appliance with latex and smooth on 
with finger. 

The important part of shaping the appli- 
ance now takes place. While you are dry- 
ing the latex with the blower, press upward 
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under the toes to cause the cotton-latex roll 
to shape into the interspaces of the toes 
slightly. If one or more toes are distorted 
‘try to bring them into the proper position, 
but not so much as to cause discomfort. 
By this time the bottom surface of the 
appliance should be smooth and even from 
the ends of the toes (which will be almost 
covered), to the fat pad of the foot. The 
outside should be dry, but the surface next 
to the toes still moist. Powder good and 
cover the entire forefoot with a piece of 
wax paper, and replace stocking and shoe. 
Instruct the patient to walk naturally. The 
foot should be kept out of water until the 
next visit. 

The next day, the appliance will be dry 
and formed. Separate the toes from the 
appliance and remove from the foot. Trim 
the rough edges of surplus latex with scis- 
sors and replace on the foot for a fitting 
to determine if any places between the 
toes, or in the webbing, are likely to be 
irritated from pressure or friction. 

The next step is performed in the office 
laboratory. With latex cover the entire 
area of the appliance, smoothing the latex 
into the corners and crevices. Dry with 
blower and resurface with latex. Gener- 
ally three or four coatings are sufficient. 
Re-mark the arrow and right or left, pow- 
der and replace on the foot. Instruct the 
patient to powder each day, and wash in 
mild soap and warm water when needed. 
The above is the basic appliance. Many 
modifications or additions can be made. 

If, after a time, some alteration of the 
distortion seems to be taking place a 
small piece of felt pad may be cut ‘to act 
as a pressure pad to the toe and placed 
on the appliance. Cover felt with rubber 
cement and the clean appliance at desired 
area with cement, and place pad in posi- 
tion. Then resurface appliance with latex 
and dry. 

Other modifications are for a deep 
heloma on the end of one toe that still 
persists after the appliance has been worn 
for several weeks. Cut a horseshoe shaped 
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pad out of desired thickness felt and place 
into position on the appliance in the same 
manner. This shields the heloma from 
pressure. 

A similar device may be used for a 
heloma on the dorsum of a toe that is con- 
tracted. Cut an aperture pad to surround 
the heloma and place into position on the 
top strap of the appliance. This device 
protects certain areas and helps some 
patients to obtain an increased use of 
their toes. 

It may improve the function of the 
foot by giving a better balance to the fore- 
foot. Its buttress action helps to stabilize 
the forward thrust of the foot in walking. 
In some cases of a chronic swelling through 
the dorsum of the forefoot 'the edema tends 
to recede. This is but one more adjunct 
to add to our many other methods. 

The author wishes to acknowledge the 
work of many others and he has borrowed 
freely of them, especially Dr. Polokoff. 


170 East Center St. 


PHALANGECTOMY (DISTAL) 


FIFTH TOE 
WARREN D. LONG, D.S.C. 


Oklahoma City, Okla. 


Or particular annoyance both to the 
patient and to the practitioner, is the 
recurrent heloma molle on the medial 
side of the fifth toe, gpposite the base of 
the distal phalanx. 

Phalangectomy (distal) is a surgical pro- 
cedure which lends itself admirably for 
the eradication of this lesion. 

A case Report: Mr. G. W., age 52, an oil 
field worker, was referred for the care of 
a recurrent, infected heloma molle, fifth 
toe, left foot. He stated that for some years 
past, treatment at varying intervals had 
been necessary until in the past few months 
this condition had become chronic and 
little or no relief was obtained from pal- 
liative treatment. 
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Figure 1. 


On physical examination all of the car- 
dinal signs of inflammation were present, 
accompanied by a granulating sinus. 

Radiographs revealed hypertrophic 
changes bilaterally at the base of the distal 
phalanx, also a medial plantar rotation of 
all the phalanges on the long axis. 

Palliative treatment was rendered in 
the office, followed by continuous evapo- 
rative dressings for four days. The infec- 
tion subsided but the tenderness persisted. 
Surgical intervention was recommended 
and the patient was amenable. 

Preoperative Medication: Seconal, grains 
1-14, was administered prior to the opera- 
tion. A digital nerve block was accomp- 
lished by the injection of 2cc. of xylocaine, 
2 per cent, epinephrine 1:100,000. An in- 
cision was made 4 inch in length, on the 
medial side of the fifth toe, midway 
between the dorsal and plantar surface, 
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Distal Phalangectomy, fifth toe. Pre (left) post (right) surgery. 


extending from the middle of the second 
phalanx to the end of the toe. 

The incision was deepened and the soft 
tissues retracted so as to expose the distal 
phalangeal articulation and phalanx. The 
distal phalanx was disarticulated and 
by sharp dissection, care being exercised 
so as not to disturb the matrix of the nail, 
removed in toto. The incision was approx- 
imated and closed with three 6-0 inter- 
rupted sutures. The foot was dressed with 
a recurrent bandage. 

Phenaphen with codeine, 14 grain, one 
every three hours, was given postopera- 
tively, with instructions to remain off the 
foot and return to the office in four days. 
The wound was dressed on the fourth 
day and the sutures removed on 'the seventh 
day. 

The patient had an uneventful recovery 
and was discharged the third week. 
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Summary: 


Less postoperative pain and a more rapid 
recovery time, due to less trauma, are ad- 
vantages of this technique in comparison 
with a partial amputation. Reoccurrences 
are not as likely as when only the hyper- 
trophic area in the phalanx itself is excised. 
From a cosmetic point of view, the patient 
has no disfigurement, either to the toe or 
‘to the nail. 


1217 North Walker 


CAPILLARY FRAGILITY 


MICHAEL V. SIMKO, D.S.C. 
Bridgeport, Conn. 


Miss R., white, age 60, bookkeeper, a regu- 
lar patient, was alarmed about discoloration 
and soreness in the plantar, outer border 
region, right foot, extending toward the 
heel. Temperature of foot, reflexes and 
motions of foot are within normal limits. 

The patient reported her family physi- 


cian termed the condition a bruise, since 
the history disclosed the patient had been 
using her foot by pressing on a garden trim- 
mer. However, the garden trimming took 
place over a week before the soreness 
occurred. 

The plantar lateral border of the right 
foot presented a dark, deep blue patch. The 
extravasation extended to the heel and 
proved tender on palpation. In our opin- 
ion, the condition was decidedly not a con- 
tusion. We informed the patient of this. 
Iodex Ung. was prescribed, cold packs and 
a Y-inch strip of foam rubber was placed 
in the shoe. 

The disturbed patient lost little time in- 
forming the physician that her chiropodist 
rejected his diagnosis as a bruise. Where- 
upon, the physician called by phone to dis- 
cuss Miss R’s ailment and pleasantly asked 
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our opinion. When we observed the con- 
dition might suggest capillary fragility the 
physician admitted the case might need 
closer examination and appreciated my 
opinion. 

The following month Miss R. appeared 
for her regular chiropody attention, and 
promptly extended her foot 'to display an 
improved condition, the extravasation 
greatly diminished, the discoloration a pale 
blue and tenderness almost completely 
eliminated. She reported ‘that her physi- 
cian, on her visit after his phone call, pre- 
scribed some capsules and her foot felt 
much better. She was taking only two cap- 
sules a day, whereas, at first she was ad- 
vised to take four per day. The patient 
delved into her bag, drew out a slip of 
paper and said: “This is the capsule the 
doctor prescribed.” The slip read Hesper 
—C. 

At the Region | Chiropody Science Ses- 
sion in Swampscott, Massachusetts, in Oc- 
tober, after Dr. Harry L. Hoffman's in- 
structive lecture on present day pharmaceu- 
tical preparations, I visited the Nation 
Drug Company’s exhibit. The first card 
displayed announced: ‘“Hesper—C: Hes- 
peridin Concentrate, 100 mg.; Ascorbic 
Acid, 11 mg.”” One line read: “Hesper —C 
restores capillary permeability and fragility 
to normal.” 

The moral might be: attend your chi- 
ropody science sessions to improve your 
knowledge. However, in this instance the 
moral should be: Read your chiropody 
journals, for a recent issue of the Connecti- 
cut Chiropodist—State Journal published 
the following: 

“Older patients with Vitamin C. defi- 
ciency may have hemorrhages near the sur- 
face of the body —bioflavonoids help 
strengthen brittle capillaries which at ‘times 
break down or are weakened when certain 
chemical changes occur in the body.” 
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PRESIDENT'S MESSAGE 


VOL. 47, NO. | 


Eacu month for forty-six volumes, an issue of the Journal of the National Asso- 
ciation of Chiropodists has reached every member of the Association. This serv- 
ice is a privilege of membership. It is too often taken for granted. Even the 
charge for the Journal is absorbed in our pitifully low annual dues. 


: Cognizant of the importance that our Journal plays in the professional 
development of our membership, the Executive Council has instituted an 
expanded format as a vehicle for the production of a better periodical. 


The bright, new, forward look of this issue, Volume 47, No. 1, is the beginning 
of a vastly more important Journal. Better illustration, more readable print, 
improved lay-out, new departments, and more spacious display for our adver- 
tisers, will add zest, color, and mature character to the “official publication 
of the profession.” 


Full credit for the uninterrupted production of the Journal through a critical 
period of transition goes to Dr. Abe Rubin, Editor, and our publisher. Improv- 
ing the editorial policies; repairing scientific papers into suitable form; choosing 
a balanced set of articles for each issue; and technical liaison with the publisher, 
are all parts of a tremendous and time-consuming job. Editor Rubin has assumed 
these responsibilities in a laudable manner. 


Our Business Administrator, Mr. Franklin R. Fielding, is hard at work 
developing the commercial aspects of the Journal. A substantially increased 
revenue may be anticipated because an improved Journal will be more attractive 
to all concerned. 


The scientific contributions of our membership are earnestly solicited for 
publication in the Journal. The contents of the Journal is your responsibility. 


O. GAMBLE, D.S.C., President 
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OUR "NEW LOOK" 


WE Hope that our readers will notice that our “New Look” is more than “skin 
deep.” You will of course have noticed the new page size. This means more 
copy per page but because of the new typography your reading time per page 
will actually be less than formerly. 

With this issue another regular feature, “Techniques in Foot Surgery,” pre- 
pared by the Editorial Committee of the American College of Foot Surgeons, 
makes its first appearance. By means of case reports from A.C.F.S. files, a 
series of different surgical approaches for similar conditions will be presented. 

Your editor is especially proud ‘to present the new section, “Digests from the 
Literature.” We have tried to present a wide range of digests. This way we feel 
sure that every reader will find a considerable number of topics of particular 
interest to him. 


AWARDS FOR RESEARCH PAPERS 


For quite some years now the Journal has been privileged to sponsor jointly 
some awards for research. In more recent years the other sponsor has been and 
still is the NAC Agency, Inc. Last summer the awards were made for the first 
time under the present title, “The Wm. J. Stickel Annual Awards for Research 
in Chiropody.” 

Last year, also, announcement was made of the sponsorship of grants-in-aids 
and awards for research on shoes by the Drew Shoe Corporation. Awards will be 
made ‘to the two best research papers reporting on the practical application of 
shoes to foot problems by members in private practice. More funds are available 
as grants-in-aid to students and shoe therapy departments in our colleges. 

These two award programs offer a total of $1350 in awards for papers that 
will be published in the Journal. The grants-in-aid will also probably produce 
papers for publication. 

Announcement concerning the “Wm. J. Stickel Annual Awards for Research 
in Chiropody” can be found on page A28 of the current issue. Rules and perti- 
nent information concerning these awards will be found on page 767 of the 
November 1956 issue. Entry blanks are obtainable from the Secretary of the 
National Association of Chiropodists. 

In the October 1956 issue, page 711, can be found a description of the Drew 
Awards. More information ard application forms for these awards can be 
obtained from the Chairman, Research Committee, Dr. William F. Eads, 
1651 Garnet St., San Diego, Calif. 


FOOT HEALTH WEEK 1957 


Foor Heart Week for 1957 will be May 10th to 17th, inclusive. As has been 
the custom for several years now, this is under the sponsorship of the American 
Foot Health Foundation. 

Communications concerning Foot Health Week should be addressed to the 
President of the A.F.H.F., Dr. Sidney Hirschberg, 107-07 Continental Avenue, 
Forest Hills, New York. m 
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THE MEDICARE PLAN 


Earvy last summer the 84th Congress en- 
acted and the President signed into law 
Public Law 569. This has come to be 
known as Medicare. It provides for the 
medical and surgical care of certain depend- 
ents of members of the uniformed services. 

Following the promulgation of the neces- 
sary administrative rules, regulations and 
procedures the statute was implemented 
and began operating December 7, 1956. 

The widely heralded “free choice” re- 
solves itself into a choice between a uni- 
formed facility (service hospital installa- 
tion) and civilian facility (civilian hospi- 
tal). And in many areas this “choice” may 
be restricted to uniformed facilities. 

Medicare normally does not permit pay- 
ment for outpatient care of eligible depend- 
ents of members of the uniformed services 
from civilian sources. The regulations do 
permit payment for treatment of bodily 
injuries and diagnostic and therapeutic 
tests and procedures authorized by the 
attending physician when a patient is not 
hospitalized. These are limited to treatment 
of fractures, dislocations, lacerations and 
other wounds. It is in this category only 
that a chiropodist might be called upon to 
perform service for which payment is au- 
thorized. 

While the Public Law does not exclude 
members of our profession from participa- 
tion, the definition of physician and surgeon 
in the implementing regulations does, un- 
less the service is authorized by the eligible 
dependent’s attending physician. Repre- 
sentations have been made, and are con- 
tinuing, to correct this situation. 

It has been estimated that 85% of the 
Medicare budget for civilian facilities will 
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be expended on maternity, and pre- and 


postnatal care. Another estimate has it that 
only 0.05% of the budget will be for dental 
care, and that only incident to necessary 
dental care adjunctive to the condition for 
which the patient is hospitalized. The de- 
termination for dental care is made jointly 
by the attending physician and the dentist. 

The administration of Medicare in the 
United States has been placed under direc- 
tion of the Surgeon General of the Army 
with Major General Paul I. Robinson as 
the head of the program. Contractors act- 
ing as fiscal agents have been or will be 
designated in each state. Most of these 
contractors are Blue Cross-Blue Shield 
plans. Some insurance companies have 
been designated, as have a few state medical 
societies. 

Dependents under the plan are only 
spouses and dependent children of members 
of the uniformed services. These services 
are: Army, Air Force, Navy (including the 
Marine Corps), Coast Guard, Coast and 
Public Health Service. 

There are many “kinks” in the plan. 
Organized medicine and dentistry have ob- 
jections as do we. By law the plan must be 
reviewed periodically as it is admittedly 
experimental. This process of review by the 
administering agencies and reporting to 
Congress we hope will provide the oppor- 
tunity for correction of what we believe to 
be oversights. 

The program was conceived with the 
intent of building up the serviceman’s 
morale. Obviously it is not a completed 
plan, but can extend in two directions: 
1. Increasing the extent of medical care and 
2. Broadening to include government em- 
ployees in addition to servicemen. 
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REPORT OF COUNCIL ON EDUCATION 


HEREWITH is submitted the 37th annual 
1955-56 report of the activities of the Coun- 
cil on Education. 


During this year the Council was encour- 
aged in the evaluation of the schools 
through its Evaluation Committees, and 
used a new set of evaluating forms. 


All schools except the Temple Univer- 
sity School of Chiropody were evaluated. 
Inasmuch as the Middle States Association 
of Colleges and Secondary Schools will 
make an evaluation of Temple University 
and will include an evaluation of the 
School of Chiropody, it was deemed advis- 
able to postpone our visit to coincide with 
the above-mentioned evaluation. We have 
invited to participate, and have 
accepted such invitation. 


The Evaluation Committees reported 
no violation of ‘the essentials for classifica- 
tion, and found a general improvement 


of conditions at the schools visited. 


A committee of the Council visited Dr. 
E. L. Turner, Executive Secretary of the 
Council of Medical Education and Hospi- 
tals of the American Medical Association, 
and as a result of this meeting we were 
able to secure evaluation forms as used by 
medicine in evaluating medical schools. 
This committee revised these forms and 
adapted them for our use. 


Another committee of the Council met 
with Mr. P. H. Costello, Secretary of the 
National Association of Boards of Phar- 
macy. Mr. Costello was very helpful in 
his recommendations to the committee. 


Monthly correspondence of the Council 
was forwarded to the liaison officer of the 
Executive Council to keep him apprised 
of the activities of the Council on Educa- 
tion; and an interim report was also pre- 
pared and forwarded to the Executive 
Council for use at its meeting. 
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The Policy Committee is continuing the 
formulation of a policy on chiropody edu- 
cation, but due to the magnitude of this 
task it will not be completed in its entirety 
for several years. At present we are await- 
ing the completion of the evaluation forms 
by the schools. 


The Clinics Committee is awaiting statis- 
tical information from the schools, at 
which time they will be studied, analyzed 
and evaluated. 


The Financial Committee received 
reports from four of the colleges. Reports 
from the other colleges will be made avail- 
able in the very near future—delay due to 
differences in fiscal year. The examination 
of the financial statements received indi- 
cates that the schools operated at a loss. 


The Committee on Transfers processed 
six requests for transfer, of which five were 
approved. This committee also concerned 
itself with an evaluation of the educational 
standards of foreign colleges of chiropody, 
particularly in England, Scotland, Wales 
and Australia. After due consideration 
the committee recommended and received 
approval from the Council that graduates 
of the schools approved by the Society of 
Chiropodists, Litd., may be allowed a maxi- 
mum of one year professional education, 
provided, however, that the credentials of 
each applicant be submitted to the Council 
on Education for evaluation and approval. 


The Committee on Essentials submitted 
to the Council a revision of the essentials 
for classification. It was recommended that 
those essentials dealing with curriculum be 
held in abeyance pending the completion 
of the work of the Curriculum Committee, 
which should be during the coming year. 
The Council, however, acted on _ the 
remainder of the essentials, and after due 
deliberation, discussion, amendments, and 
consultation with the American Association 
of Colleges of Chiropody, they were 
adopted. 
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The Council also met with groups and 
individuals regarding problems of inter- 
est confronting the profession. Doctors 


Gamble and Guenzler met with the Coun- 
cil to discuss the project they have spon- 
sored by the Drew Shoe Company. 


Mr. Daniel Musser, Property Coordina- 
tor for the Department of Health and Wel- 
fare in this region, explained the procedure 
they have followed for obtaining surplus 
property available to our schools from 
government warehouses. 


A joint session was also held with the 
Executive Council for the purpose of hear- 
ing Dr. Royce Brewster of the Department 
of Health, Education and Welfare, and 
Dr. James McCaskill, Executive Secretary 
of the National Education Association. 


The Council, as usual, met with the 
school administrators ‘to discuss the evalua- 
tion reports and other matters of mutual 
interest. 


One of the problems presented to the 
deans was the proposed change of the desig- 
nation of the profession, and they were 
requested to discuss this matter in their 
own meeting and to bring back to us their 
recommendation. The recommendation 
which was returned to the Council on Edu- 
cation was that the American Association 
of Colleges of Chiropody are unequivocally 
opposed to any change in designation. 


During our sessions we held a confer- 
ence with the Committee of the Feder- 
ation of State Board Examiners composed 
of Drs. Gordon Tobin, Curry Meyer, Ray- 
mond Kingland, L. A. Hansen and S. M. 
Poindexter, a member of the Idaho Board 
of Medical Examiners, Secretary of the 
Chiropody Board of Idaho, and also a 
member of the National Medical Boards. 
Dr. Poindexter and the other members 
presented a proposed plan for the Na- 
tional Board of Chiropodists, and requested 
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that we approve this plan in principle by 
designating a committee of three to work 
with like representatives from the Founda- 
tion of Examining Boards and the Amer- 
ican Association of Colleges of Chiropody 
to explore the feasibility of the plan. The 
Council will appoint ‘such a committee 
to represent it. 


A Committee of the Podiatry Society 
of the State of New York, composed of 
Drs. Theodore Eden and Milton Wolfson, 
met with the Council to discuss the prob- 
lems facing the New York College of Po- 
diatry. After considerable discussion, the 
request of this committee to have the Coun- 
cil appoint a subcommittee to meet with 
them, was approved. 


Mr. James O. Hoyle, Secretary of the 
Board of Podiatry Examiners of the State 
of New York, participated in the discus- 
sion. 


Representatives of the Canadian Coun- 
cil on Education of ‘the Canadian Associa- 
tion of Chiropodists, Ltd., met with the 
Council during the discussion of the matter 
of the foreign students. The Canadian 
Council was represented by Drs. Martin 
Cole and Norman Foote. 


The Council wishes to extend their 


thanks to the Executive Secretary and his 


staff, and to president-elect Gamble for the 
consideration accorded the Council during 
the past year. 


Stewart E. Reed, D.S.C., Chairman 
E. W. Dobbs, D.S.C., Vice-Chairman 
H. W. Weinerman, D.S.C., Secretary 
D. V. Anderson, D.S.C. 

M. H. Gennis, D.S.C. 

C. E. Krausz, D.S.C. 

M. Marcus, D.S.C. 

F. S. Schwarz, Pod.D. 

H. Sonderling, Pod.D. 

M. Speizman, D.S.C. 

E. C. Stivers, D.S.C. 
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MUSSMAN 
(Continued from Page 16) 


Administration’s neuro-psychiatric setting 
these differences are accentuated. How- 
ever, they exist nonetheless, among all 
patients. 

I said at the outset that I was grateful 
for the opportunity to address this distin- 
guished group. My motive is in a sense a 


to express my deepest gratitude to Dr. Leon 
Rackow, Manager of 'the F. D. R. Veterans 
Administration Hospital; Dr. Arnold Schil- 
linger, Manager of the Northport V. A. 
Hospital; Dr. George Rosenberg, Director 
of Professional Services; Dr. Herbert Her- 
shey, the Chief of the Surgical Service, and 


Dr. Peter Napoli, Psychologist. Their in- 
sight and appreciation of the chiropodist’s 
contribution to the welfare of the patient 
has added measurably to my contributions 
and has resulted not only in our being 
able to implement a better program of chi- 
ropody at the institution, but to make ‘this 
experience for me one of the most gratify- 
ing I have had in terms of personal satisfac- 
tion and professional growth. 


very selfish one, for identified as I am with 
the Veterans Administration I am only too 
keenly aware, not only of the opportunities 
that exist for the chiropodist in the Vet- 
erans Administration, but of the urgent 
need for additional trained personnel. I 
should like to use this form, therefore, to 
put forth a special plea for practitioners in 
the field of chiropody to investigate the 
specific opportunities available in the Vet- 
erans Administration. 

I should also like to take this opportunity 


Veterans Administration Hospital 


MILITARY CHIROPODY TODAY 


RESEARCH conducted by Marwell and Brantingham during World War II 
revealed the great need for the services of chiropodists in promoting the foot 
health of Navy personnel. According to their discoveries, “Among male personnel, 
17.0 per cent of all dispensary visits were for complaints referable to the feet. 
Among female personnel, 52.3 per cent of the dispensary visits involved the feet, 
and that of 1,647 female recruits (Waves) who had passed the physical examina- 
tion required for enrollment only 246, or fifteen per cent, were found to have 
normal feet.” 

Many of the largest and best known hospitals in the United States have 
chiropody services and find them invaluable. The Commissioner of Hospitals, 
City of New York, states that “chiropodists serve on the staffs of forty hospitals 
in New York State and in about a thousand throughout the country.” This 
athliation has been a deliberate growth based upon an esteem by physicians 
who have become familiar with chiropody. It is the practice of some hospitals 
to employ the services of a chiropodist for each of their clinics; for example, 
metabolism, peripheral vascular diseases, and orthopedic. 

The industrial chiropody clinic has resulted in a dramatic decline in absentee- 
ism and a surge in productivity. One survey reported thirty important companies 
employing a full-time chiropodist. 


C. R. Brantingham, Military Medicine, Vol. 119, No. 1, July 1956. 
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TECHNIQUES IN FOOT SURGERY 


L. R. McCAIN, D.S.C., F.A.C.F.S., and N. H. KETAI, D.S.C., F.A.C.F.S. 
Editors, Publications Committee, A.C.F.S. 


Illustrated case reports and discussions, suggesting approaches to chiropodical 
surgery, from the files of the American College of Foot Surgeons. 


In these first two case histories, different 
procedures are described for the removal 
or alleviation of heloma durum. In the 
next issue different procedures will be 
given for the same disorder. 

It is our thought that a study of these 
variances will bring forth worthwhile dis- 
cussions, and viewpoints from various 
experiences. 


TENDON SECTIONING 

A white man, aged 77, seen in the office, 
presented the following disorders: a con- 
tracted 2nd toe of the left foot, with heloma 
durum, and in infected draining sinus, over 
the Ist interphalangeal joint. 

Conventional palliative treatment had 
proved ineffective. The resistance to treat- 
ment seemed due to the ischemia over the 
Ist interphalangeal joint, caused by the 
pull of the extensor tendon over the 
area. 

Procedure: Anesthesia to the area was 
effected by use of procaine HCL 2% with 
epinephrine 1:100,000. A  quarter-inch 
incision was made over the extensor 
tendons to the 2nd toe, just proximal to 
the 2nd metatarsal head. The longus and 
brevis extensor tendons to the 2nd toe 
were elevated successively with a curved 
hemostat. Then hemostats were placed on 
either side of the hemostat elevating the 
tendon, and the tendon was rolled in suc- 
cessive directions onto the hemostats and 
severed with a sharp instrument, this 
enabling removal of three-quarter inch of 
the tendon. 

This technique permitted the use of a 
short incision which did not require sutur- 
ing. Sterile gauze impregnated with 
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Anoped ointment was used to cover the 
wound; the area was then dressed. 
Postoperative treatment was as follows: 
On the third postoperative day, infra-red 
therapy, 10 minutes; tincture of Metaphen 
applied and sterile dressing. Sixth post- 
operative day, hydrotherapy for 15 minutes; 
tincture of Metaphen applied and sterile 
dressing. Twenty-seventh day, hydro- 
therapy for 15 minutes. 
The sinus condition of the 2nd toe had 
stopped draining and the sinus was healed 
on the fourth postoperative day. Thus, 
the tendon sectioning accomplished the 
two goals. 
R. M. Kingland, D.S.C. 


Comment: In this particular instance there 
was a contracted 2nd toe with a heloma 
durum over the Ist interphalangeal joint, 
with a sinus draining from the joint 
space. The tendon sectioning procedure 
was used as it was the operator’s opinion 
that the resistance to palliative treatment 
was due to an ischemia over the Ist inter- 
phalangeal joint caused by the pull of 
the extensor tendon over the area. Since 
healing of the sinus was complete on the 
fourth day postoperatively, he feels this 
validates his opinion. 

L.R.M. and N.H.K. 


PARTIAL PHALANGECTOMY 

A 38-year-old housewife came to my 
office, presenting indurated clavi of the 5th 
toe of both feet. The contraction of these 
toes definitely made surgery the treatment 
of choice. 

All laboratory findings were normal. 
Blood pressure was 110/75; temperature 
97.4 degrees. 
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Procedure: Preoperative medication con- 
sisted of 34 gr. Nembutal®!. Local anesthe- 
sia was produced by 1% Xylocaine ®? with 
epinephrine 1:100,000 and 150 T.R.U. 
Wydase®%, a total of 6 cc. was used. 

A dorsolateral epithelial lineal incision 
was made extending 1 cm. distal and 
1.5 cm. proximal from the proximal inter- 
phalangeal articular surface, in the 5th toe 
of the right foot, and the margin retracted. 
The proximal interphalangeal articulation 
was identified by flexion of the distal 
aspect of the toe, and a dorsal transverse 
incision was made through the ‘tendons 
of the extensor digitorum longus and 
brevis, and the capsule of the joint. Using 
further digital pressure on ‘the distal aspect 
of the toe in a plantarward direction, the 
joint was disarticulated, exposing the flexor 
digitorum longus and brevis tendons. 
These were separated from ‘the plantar 
aspect of the distal portion of the proximal 
phalanx by sharp dissection. The dorsal 
expansion on the proximal phalanx was 
incised through a dorsal longitudinal inci- 
sion extending from the head of the proxi- 
mal phalanx proximalward within 
14 cm. of the 5th metatarsophalangeal joint 
and retracted, exposing the shaft of the 
proximal phalanx. Using bone-cutting 
forceps, a transverse cut was made through 
the midshaft. Grasping the head of the 
proximal phalanx with forceps, the freed 
bone was removed. The stump was 
examined carefully for splintering of the 
bone, and finding none, the lesion was 
gently compressed. to prevent pooling of 
blood. No attempt was made to repair 
the resected dorsal tendon or to close the 
tendon sheath or joint capsule. The skin 
was closed and checked for good approxi- 
mation, and sutured. (A similar procedure 
was performed on the 5th toe of the left 
foot.) 

The wounds were closed with 0000 black 
braided silk, and dressed with telfa and 
sterile gauze. 


AssociaTION of CHiropopists, JANUARY, 1957 


Fig. 1. Partial Phalangectomy. Dotted line site 
of transverse cut through shaft. Reflected dorsal 
aponeurosis visible above condyles. 


Postoperative treatment: one week later; 
sutures were removed; a sterile dressing 
applied. Three days following, temper- 
ature was normal, but the wound had 
opened slightly. Either the sutures had 
been removed prematurely, or the patient 
had been on her feet excessively. Neo- 
sporin® ointment was applied, and the 
wound re-dressed. Four days later, the 
temperature still normal and the wound 
was healing nicely. No evidence of infec- 
tion was present. The wound was re-dressed. 
Three days afterward, the wound was heal- 
ing well. Radiograms were taken. Twelve 
days later the incision had healed, and 
patient was discharged. 


James C. Tredway, D.S.C. 


Comment: In this case the degree of con- 
traction of the toes made conservative treat- 
ment prognosis doubtful. The partial 
phalangectomy procedure was used by 
operator to correct the heloma and con- 
traction of the toes to prevent recurrence. 
Since the contractions were reduced, cos- 
metic results good, and the patient asymp- 
tomatic, he felt the results justified the 
choice for this disorder. 


L.R.M. and N.H.K. 
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THE PODOPEDIATRIC CLINIC 


JOHN T. SHARP, D.S.C. 

Chairman, Committee on Children's Foot Health 
This section is devoted to a discussion of the problems peculiar to the child’s foot. A separate 
subject will be considered each month, on a question and answer basis. Members are invited 
to send in their questions relative to the various phases of podopediatrics. Questions will be 
answered in accordance with the heading under which they fall. 


RHEUMATIC FEVER 


How .does Rheumatic Fever concern the 
chiropodist? 

Although essentially a systemic disease, 
rheumatic fever displays lower extremity 
symptoms as a part of its syndrome. These 
include leg pains and arthritis, which may 
quite conceivably be misconstrued as aris- 
ing from postural foot problems. 


What are the symptoms of Rheumatic 
Fever? 

Since this disease is one of the collagen 
group, and as such has a predilection for 
the connective tissue system, its symptoms 
are protean in nature. The symptoms are 
almost invariably preceded by some upper 
respiratory infection, such as a “strepto- 
coccic throat,” tonsillitis, or pharyngitis. 
Usually in about one to four weeks after 
‘this infection the patient displays anorexia, 
malaise, fever (which is often mild), and 
arthritis. The arthritis present is poly- 
articular in nature, but a single joint, such 
as the ankle, is often primarily involved, 
and this may be in some instances the pre- 
senting complaint when the child first 
appears in the office. However, other joints 
are usually involved in fairly rapid suc- 
cession. Erythematous rashes are commonly 
associated with rheumatic fever, and in 
severe cases subcutaneous nodules are 
sometimes observed around the joints and 
over the extensor surfaces. One of the out- 
standing characteristics of this disease is 
the dramatic response of the joint pain to 
salicylate therapy. 


What is the cause of Rheumatic Fever? 


Although the true etiological agent is 
somewhat in doubt, most authorities feel 
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that the organism responsible is one of the 
Group A hemolytic streptococci. It is felt 
also that the disease results specifically 
from a failure on the part of the individual 
to set up a satisfactory immunological reac- 
tion against some product of the causative 
organism. 


What are some of the predisposing factors 
in Rheumatic Fever? 


The season of the year, the climate, the 
age of the patient, economic factors, and 
familial tendency are all thought to play 
some role in predisposition to this condi- 
tion. Essentially rheumatic fever is a 
disease which occurs most often in the tem- 
perate zones. There is also a tendency for 
the disease 'to be more prevalent in certain 
seasons of the year, although this tendency 
varies with geographic location. Thus we 
find that the west coast has its greatest 
incidence in January and February, ‘the 
eastern coast in March and April, and in 
other areas such as England, in November. 
The greatest age incidence is between five 
and fifteen years; it is more common in 
children of rheumatic parentage than in 
those whose parents have not had this 
disease; it is seen more often in cities than 
in suburban areas; and there is a greater 
percentage of cases among the lower 
income groups than among the higher in- 
come groups. 


Describe the joint involvement in Rheu- 
matic Fever. 


The joint involvement here is basically 
an acute, nondeforming form of poly- 
arthritis. In some instances it may involve 
one joint primarily, but others are com- 
monly involved later. The joint itself is 
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usually swollen, hot, and some redness may 
be present. Motion in the involved joint 
is restricted because of the pain which 
exists. The x-ray is of little value in these 
cases since the disease does not ordinarily 
produce permanent joint changes. As pre- 
viously mentioned, the arthritis which is 
associated with rheumatic fever responds 
very quickly to salicylate therapy. As a 
general rule, the joint involvement in this 
disease primarily occurs in the larger joints, 
the smaller articulations being affected 
later in the course. 


Are leg pains a common symptom of Rheu- 
matic Fever? 


Although vague, fleeting pains in the 
muscles of the extremity are sometimes 
associated with rheumatic fever, they are 
not to be consideyed pathognomonic of 
the disease. Probably the most common 
cause of leg pain in children is postural 
foot fault. Leg pains which persist in spite 
of adequate foot therapy, or those which 
tend to recur from time to time require 
laboratory investigation. 


Is Rheumatoid Arthritis a part of the 
Rheumatic Fever Syndrome? 


No. Although sometimes, in its early 
stages, rheumatoid arthritis may be con- 
fused with rheumatic fever the two are 
distinct entities. The former condition is a 
chronic articular disorder which usually 
produces permanent joint disability and 
deformity. Rheumatic fever on the other 
hand almost never gives rise to permanent 
articular problems, the joint involvement 
being acute and temporary in nature. 
Rheumatoid arthritis is also commonly 
associated with splenomegaly and general- 
ized lymphadenopathy. Rheumatoid arth- 
ritis in the child is often referred to as 


“Still’s Disease.” 


What laboratory tests are of aid in the 
diagnosis of Rheumatic Fever? 

The following are commonly employed: 
the erythrocyte sedimentation rate, the 
complete blood count, and the so-called 
“antistreptolysin 0 determination.” This 
last is a newer diagnostic procedure and in 
brief is a measure employed to estimate the 
titer of antibody to beta streptococcal 
hemolysin (antistreptolysin) which is 
present in a given amount of the patient’s 
serum. Generally speaking, titers of up to 
200 units are considered normal. The ery- 
throcyte sedimentation rate is markedly in- 
creased in rheumatic fever, and the blood 
count usually reveals a mild leucocytosis, 
a reticulocytosis, and sometimes, anemia. 


What is the role of the chiropodist in Rheu- 
matic Fever? 

Primarily, the role of the chiropodist in 
this disease is one of diagnostician. Quite 
often, a child is brought to the chiropodist 
because the pareng is of the opinion that 
the leg or joint pain which exists is the 
result of some foot problem. It ‘therefore 
becomes the chiropodist’s duty 'to recognize 
the true nature of the condition which is 
present, and refer the child promptly to 
the proper authority. It should be empha- 
sized that early recognition of this disease 
may go a long way toward preventing per- 
manent myocardial damage. The chiropo- 
dist may also be of value during the 
recuperative stage of the disease, in that he 
may employ measures to support the weak- 
ened foot structures which result from the 
disease itself and the residual loss of muscle 
tone which it produces. In so doing, perma- 
nent postural and functional disability in 
the foot may be prevented. In all instances 
where a child complains of acute joint or 
leg pain following an upper respiratory 
infection, rheumatic fever must be ruled 
out, 


1424 Old York Rd., Abington, Pa. 


PHARMACEUTICAL PREPARATIONS FOR THE PROFESSION 


Chairman, Council on Chiropodical Therapeutics and Pharmacy 

A column devoted to preparations, new and old, with emphasis on their value 
and uses in everyday chiropody practice. This will be a regular monthly column 
and we invite questions, which we shall endeavor to answer, or obtain the answer. 


HARRY L. HOFFMAN, Ph.G., D.S.C. 


llotycin (Lilly) 
Antibiotic 


Generic Name: Erythromycin. 

Description: White crystalline, odorless 
bitter-tasting compound, slightly soluble 
in water, highly soluble in organic solvents. 


Action and Uses: Antibiotic. For use in 
infections caused by gram-positive bacteria 
such as staphylococci, pneumococci, and 
hemolytic streptococci. It is especially 
effective against these organisms after resist- 
ance has developed to other antibiotics. 
Activity against certain, viruses has been 
recorded including trachoma and _psit- 
tacosis. It has little effect on coliform 
bacteria and therefore does not alter sig- 
nificantly the normal intestinal flora. 


Administration: Orally. Adults with mild 
to moderate infections, 200 mg. every 
6 hours. Severe infections: 400 to 500 mg. 
every 4'to 6 hours. 

In chiropody the ointment is best 
indicated. In impetigo, infected neuro- 
dermatitis, infected varicose eczema, 
chronic paronychia, and infected sebor- 
rheic dermatitis. Good results obtained 
in numerous cases. 7 out of 8 cases. The 
one failure reported was in a case with 
severe impetigo with associated lympha- 
denitis and lymphangitis, which required 
systemic therapy to bring about recovery. 
No hypersensitivity or other ill-effects were 
seen in any of the reported cases. 


Supply: Ointment in 1% and | ounce 
collapsible tubes. Also in 1 pound jars. 
Directions: Apply to affected parts 3 or 4 
times daily. Tablets are supplied in bottles 
of 36 and 100 each in the 100 mg. dose. 
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These are ivory colored tablets, specially 
coated. The 200 mg. size tablets are in 
bottles of 24 and 100 tablets. These are 
orange colored tablets. 


Typical Prescription 
Rx Tabs. Ilotycin 200 mg. 
Disp No. XXIV 
Sig: One (1) tablet every 6 hours. 


Rx Ung. Ilotycin 30.0 
Disp No. | tube 
Sig: Apply ‘to area t.i.d. as directed. 


Vioform-Hydrocortisone Cream (Ciba) 
For Dermatologic Disorders 


Antibacterial ... Antifungal . . . Antipruri- 
tic . . . Anti-inflammatory Agent. 

Vioform-Hydrocortisone 
cream is a non-toxic, practically nonsensi- 


Description: 


tizing, water-washable preparation for 
relief of itching and inflammation and 
rapid healing in various dermatologic dis- 
orders. It contains iodochlorhydroxyquin 
U.S.P. 3% and hydrocortisone (free alco- 
hol) U.S.P. 1% in a water-washable base. 


Indications: | Vioform-Hydrocortisone 
cream is especially useful for eczematous 
eruptions in acute, subacute and chronic 
stages and for control of inflammation, 
erythema, local edema, scaling and pruri- 
tis. It is indicated in contact and atopic 
dermatitis, impetiginized eczema, mum- 
mular eczema, infantile eczema, psoriasis, 
endogenous chronic infectious dermatitis, 
stasis dermatitis, herpes pyoderma, nuchal 
eczema, and chronic eczematoid otitis 
externa, acne urticata, localized or dis- 
seminated neurodermatitis, lichen simplex 
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chronicus, anogenital pruritis (vulvae, 
scroti, ani), folliculitis, bacterial and my- 
cotic dermatoses, intertrigo and many other 
similar conditions. 


Advantages: The highly effective anti- 
fungal and antibacterial action of Vioform 
compound with the anti-inflammatory and 
anti-pruritic action of hydrocortisone in 
Vioform-Hydrocortisone cream provides an 
effective therapy for broader contro] of 
various acute and chronic dermatologic 
disorders. Furthermore it appears that 
this cream is effective where many anti- 
biotic combinations may be_ ineffectual 
such as in fungus infections. 


Dosage: Apply Vioform-Hydrocortisone 
cream 3 or four times daily. Avoid contact 
with linen or clothing, since the iodine 
content of vioform may stain some 
materials. 


Supply: In tubes of 5 and 20 gm. Ciba, 
Summit, N. J. 


Typical Prescription 
Rx Vioform-Hydrocortisone Cream 
20 gm. 
(Ciba) 
Disp: No. | tube. 
Sig: Apply 3 times a day. 
Arlidin (Arlington-Funk Labs) 
Vasodilator 


Indications: Arlidin is indicated in func- 
tional and obliterative peripheral vascular 
disorders. Intermittent claudication, throm- 
bophlebitis, diabetic gangrene, diabetic vas- 
cular disease, Raynaud's disease, frostbite, 
thromboangitis obliterans, ischemic ulcers, 
“night leg cramps.” 

Suggested Dose: Orally, | tablet three 
times a day, increased to | tablet 4 to 6 
times a day depending on individual toler- 
ance and clinical response. For “night leg 
cramps” a single additional tablet at bed- 
time. Parenterally, 0.5 cc by slow subcu- 
taneous intramuscular injection, 
increased gradually to 1 cc one or more 
times daily as required. Occasional nerv- 
ousness or palpitation may occur, par- 


ticularly after injection, but this however 
recedes and usually disappears upon con- 
tinued administration of Arlidin; or, 
dosage may be decreased ‘to tolerance and 
then gradually increased to the desired 
therapeutic level. 

Caution: Arlidin should be used with 
caution in patients with hyperthyroidism, 
paroxysmal tachcardia and severe angina 
pectoris. 

Contraindication: Acute coronary throm- 
bosis. 


Supply: Arlidin Hcl. Tablets 6 mg. in 
bottles of 50, 100 and 1000. Arlidin Hcl. 
Parenteral, 5 mg. per 1 cc ampul, in boxes 
of 6, 25 and 100. 


Typical Prescription 
Rx Arlidin Hcl. Tablets 6 mg. 
Disp. No. 50 
Sig: One (1) tablet three (3) times a day. 


Relieves pain and numbness of the ex- 
tremities. Increases walking ability. Im- 
proves warmth and color of the extremities. 
Relieves nocturnal leg cramps. Promotes 
sleep tolerance. Aids in preventing and 
healing of ischemic ulcers. 


1098 National Press Bldg. 


BOOK REVIEW 


MANUAL THERAPY, by James B. Men. 
nell, M.A., M.D., B.C.; 64 pages, 6 chapters. 
Charles C. Thomas, Publishers, Springfield, 
Illinois. Price, $2.25. 


In THIs brief book Dr. Mennell, consulting 
physician in physical medicine, St. Thomas’ 
Hospital, and vice-president and Hon. Fel- 
low, Chartered Society of Physiotherapy, 
London, England, reports that “Beyond all 
doubt the use of human hand, as a method 
of reducing human suffering, is the oldest 
remedy known to man. When injury occurs 
a common instinct is to apply manual pres- 
sure to the injured part, and often enough 
to rub it.” 
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The author states that massage or “physi- 
cal medicine” was not acclaimed as it de- 
served in the early days mostly because it 
was exploited by charlatans, and that the 
actually trained Swedish masseuse was some- 
what a rarity. Importance of the time in a 
treatment is stressed by the author, and 
when a massage is painless it ceases to be 
massage and becomes treatment by sug- 
gestion or the laying on of hands. A com- 
petent operator will understand whether 
the duration of a massage treatment re- 
quires five minutes, or as much as an hour 
and a quarter. Unless the time is reduced 
with each visit the patient cannot be im- 
pressed that his condition is improving. 
Otherwise “it is easier to rub a disability 
into a patient’s mind than to rub it out 
of a limb.” 

Dr. Mennell states that the medical prac- 
titioner has come to neglect manipulation 
(a valuable addition to his armamenta- 
rium) because no physician will subscribe 
to the creed of the osteopath or the chiro- 
practor. The failure of Swedish massage as 
a remedy for chronic oedema has tended 
to bring manipulation into disrepute, the 
author remarks, “and massage in any form 
by itself is almost doomed to failure in the 
treatment of ocdema.” 

Dr. Mennell disapproves of applying 
“heat to a part which is motionless and 
dependent as during the application of a 
whirlpool bath,” whereas the application of 
the faradic current under elastic pressure 
is readily applicable. The use of whirlpool 
therapy is not, however, generally con- 
demned, but is approved only as a short 
preparation for other treatment. 

Massage in the form of transverse fric- 
tions will reduce muscular spasm and is 
helpful in fibrositis, while in elderly pa- 
tients, the author reports, relief from in- 
tense itching may be obtained by compress- 
ing the “trigger points.” An X-ray diagnosis 
is advisable before manipulation is recom- 
mended. 
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The method of applying massage and the 
position of the practitioner, as well as the 
patient, is presented in simple, understand- 
able style and suitably illustrated. A chap- 
ter on passive movement offers interesting 
suggestions with remarks on certain harm- 
ful possibilities, while Chapter 6 “Joint 
Manipulation” promises to make the man- 
ual worthwhile to members of our profes- 
sion. 

In muscular spasms the book mentions 
freezing the area with ethyl-chloride, then 
warming the region by rubbing with a 
warm hand, repeating the process three 
times whereupon restoration of movement 
will ensue and “release of the binding of 
the joint surfaces may occur automatically 
during normal voluntary movement.” 

In one paragraph on page 60 the author 
explains the snapping sound occurring in 
joint manipulations and some false opin- 
ions relative to the “vacuum snap” of the 
capsule. “Most joints can be made to snap 
if sufficiently ill-treated,” the author writes, 
“but no useful purpose is served by bully- 
ing a joint into snapping, if the full range 
of movement has been attained without the 
snap.” 

In conclusion the writer observes: “There 
is one thing to be said about joint manipu- 
lation, namely that, if it is necessary at all, 
no other remedial treatment can possibly 
serve as an efficient substitute.” 

Dr. Mennell’s small book would prove 
more valuable if more conditions were 
mentioned where massage is indicated, or, 
in what conditions it is contraindicated and 
the type of massage recommended for vari- 
ous ailments. For example, foot conditions 
and a simple everyday injury like an ankle 
sprain deserve more elaboration on strap- 
ping and detailed manipulation technique. 
Nevertheless, the 64-page monograph on 
fine paper and good type promises excellent 
reading to members of the chiropody pro- 
fession. 

MIcHAEL V. Simko, D.S.C. 
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DIGESTS FROM THE LITERATURE 


Anyone wishing to read the complete article, if not available in your local 
library, may borrow it through interlibrary loan. A microfilm may be borrowed 
from the National Medical Library, Washington 25, D. C., or a photo-duplication 
may be obtained from that library at a cost of fifty cents for five consecutive pages. 


Circulatory System 


The Function and Structure of the 
Arteries as Related to Age; An Angio- 
Chemical Study, G. Hevelke. Angiology 
7: 39-54, 1956. 


The concept that all the strains, stresses 
and infections to which man is exposed 
during life are reflected in his arteries is 
confirmed in this study of the relationship 
between the physiologic functicn and 
chemical structure of the arterial system. 
The arteries were analyzed in cadavers of 
96 patients of all ages who showed no evi- 
dence of circulatory or metabolic abnor- 
malities. The investigation showed that 
during life there is an increasing accumu- 
lation of calcium, total cholesterol and 
ash-residue in the vascular wall, these 
changes developing equally in the brachial 
and femoral arteries until the age of fifty. 
After fifty they become more severe and 
progress more rapidly in the femoral artery. 
This correlation was not the same in non- 
diabetics. The femoral artery shows much 
greater degenerative changes the 
brachial. The conclusion is that the com- 
bined effect of the vasotoxic agent and 
greater mechanical strain and stress pro- 
duce more severe changes in the walls of 
the arteries than in a less active vessel. The 
results of the study supported the belief 
that the uneven distribution of degenera- 
tive arterial changes coming with the aging 
process is largely influenced by physiologic- 
mechanical events. 


The Pattern of Occlusion in Atheroma 


of the Lower Limb Arteries: Correlation of 
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Clinical and Arteriographic Findings, G. E. 
Mavor. Brit. J. Surg. 43: 352-64, 1956. 


In a series of 149 cases of atheroma with 
secondary thrombosis affecting the arteries 
of the leg, observed over a 6-year period, 
124 had peripheral ischemia without gan- 
grene, 31 of them with evident bilateral 
disease; 25 had early gangrene affecting the 
periphery. Ages ranged between 21 and 71, 
with over 85 per cent between the ages of 
41 and 70. In 85 per cent of cases second- 
ary thrombosis was located in the femoral 
artery, usually starting at the adductor mag- 
nus opening area, in time reaching the 
origin of the profunda femoris. The poplit- 
eal artery was the site of thrombosis in 11 
per cent, beginning just above the knee- 
joint level, and extending to the bifurca- 
tion of the artery. 

Clinical symptoms depend upon the ex- 
tent of the secondary thrombosis; the 
shorter the thrombosed segment, the better 
and freer the collateral circulation; extent 
of the block depends on age of the patient, 
anatomy of the arterial tree, suddenness of 
main vessel occlusion, speed of development 
of collateral circulation and degree of ar- 
teriosclerosis present. In 142 cases of calf 
claudication continued exercise failed to 
produce alleviation or disappearance of 
pain. Besides calf claudication, other symp- 
toms of peripheral ischemia include muscle 
wasting and hypotonia, with coldness and 
pallor of the foot. Of the 142 patients, 59 


‘per cent could justifiably be subjected to 


palliative surgery. Patients with femoro- 
popliteal thromboses suffer from burning 
pain in the foot, severest at night; prognosis 
is grave in the presence of rest pain and 
gangrene may be imminent. 
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Small vessel occlusion produces symp- 
toms on exercise and rest only when exten- 
sive, but repeated trauma or persistent local 
infection, as in diabetes, adversely affects 
the prognosis. With the aid of antibiotics 
and absence of diabetes, local infection may 
be overcome and amputation for gangrene 
will be followed by healing. Local wounds 
do not heal in diabetics and even though 
the main vessel is not involved, infection 
demands major amputation. Development 
of secondary thrombosis in the main vessel 
after the age of 65 to 70 can cause immedi- 
ate gangrene, due to rapidly extending 
thrombosis. 

Early diagnosis is necessary if arterial re- 
construction is to be successful, for in the 
early stages the lower leg arteries are usu- 
ally free of thrombosis. Use of an arterial 
homograft to produce a shunt or by-pass 
around the thrombosed segment is impor- 
tant in preservation of collaterial vessels. 
(32 figs.) 


Ménckeberg’s Arteriosclerosis, S. Silbert, 
H. I. Lippman and E. Gordon. Arch. Int. 
Med. 97: 378-83, 1956. 


Monckeberg’s arteriosclerosis, a benign 
form of calcification of the blood vessels, 
should be carefully differentiated from the 
more serious intimal arteriosclerosis with 
its progressive occlusion of the blood vessels 
and its unfavorable diagnosis. The symp- 
toms of thrombosis and impaired circula- 
tion, intermittent claudication, ulceration 
or gangrene, and thickening of the intimal 
layer, with narrowing of the lumen, char- 
acteristic of intimal arteriosclerosis do not 
occur in Mdénckeberg’s arteriosclerosis. 
Roentgenologically, typical cases show dense 
uniform deposits of calcium in a chain of 
rings which give a goose-neck appearance, 
whereas, in intimal arteriosclerosis calcifi- 
cation is patchy and dispersed along the 
long axis of the blood vessels. Nocturnal leg 
cramps, found in one-third of cases, re- 
spond to oral administration of calcium 
lactate. Other treatment of the disease is 
not required, and prognosis is good. 
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Treatment of Peripheral Vascular Dis- 
ease with “Cyclospasmol,” a Review of 65 
Cases, R. O. Gillhespy. Angiology 7: 27-31, 
1956. 


Reduction of blood supply to the ex- 
tremities is the immediate cause of ‘the 
symptoms of obliterative arterial disease of 
the legs and of Raynaud’s disease In the 
former the reduction is due to mechanical 
obstruction from a main vessel thrombosis 
or to generalized narrowing of the lumen 
of arteries of the limb; in the latter, re- 
duction is due to spasm of the digital 
arteries. _Cyclospasmol reduces arterial 
spasm and acts as a vasodilator. Thirty-six 
patients with obliterative arterial disease 
were administered 100 mg. of the drug 
three times a day and progress checked 
monthly; 29 patients with Raynaud’s dis- 
ease received similar therapy. Nineteen 
cases of obliterative arteritis were classed 
as “good,” 13 “fair,” and 4 “poor.” Thir- 
teen cases of Raynaud's disease were classed 
as “good,” 8 as “fair,” and 8 as “poor.” Six 
cases of Raynaud’s disease were of the 
senile type and there were 4 failures, indi- 
cating that this’ drug is little if any advan- 
tage in such cases over other vasodilator 
therapy. The drug was successfully used 
in a small number of cases of acrocyanosis, 
chilblains, frost-bite and night cramps. 


Sympathectomy for Lower Extremity Oc- 
clusive Vascular Disease, P. W. Hoffert. 
Arch. Surg. 72: 431-38, 1956. 


The anatomy and physiology of the sym- 
pathetic system as applied to occlusive vas- 
cular disease of the lower extremities are 
reviewed. Lumbar sympathectomy may 
be performed transperitoneally or retroperi- 
toneally, but the latter is preferable. Even 
in bilateral lumbar single-operation sym- 
pathectomy, the operation is easier through 
two separate incisions retroperitoneally 
than a single incision transperitoneally. 
Both procedures are described. Lumbar 
sympathectomy is of value in thromboangi- 
itis obliterans to overcome spasm in adja- 


= 
a 
is. 
+ 
A 


Association of JANUARY, 1957 


cent areas and in diabetes with arterio- 
sclerotic peripheral vascular disease, since 
sweating in th: denervated area is abol- 
ished, ‘thus preventing excess moisture and 
maceration of the skin between the toes. 
In patients over the age of 65, lumbar sym- 
pathectomy is recommended only in those 
showing a good temperature elevation of 
the skin following posterior tibial or spinal 
block. Gangrene, pain at rcst and ulcera- 
tion carry the worst prognosis, in the order 
mentioned. 


The Vasodilating Action of Rauwolfia 
Serpentina, S. S. Samuels. Angiology 7: 
86-87, 1956. 


A brief review of the reports concerning 
the vasodilating action of Rauwolfia ser- 
pentina is presented, together with the 
findings of a study of the drug administered 
orally to patients suffering from moderate 
to severe degree of arteriosclerosis oblit- 
erans, dosage being 200 to 400 mg. daily 
for a prolonged period. The whole root 
of Rauwolfia has components exhibiting 
vasodilating action, but there is no agrce- 
ment as to which fraction is mest effective. 
The differences found are due to the 
source of the material, where collected, the 
stage of maturity of the plant and the sea- 
son. The author claims it is a potentially 
effective and safe drug. 


Thromboangiitis Obliterans in Women; 
Report of Two Cases, F. H. Poteete, Jr., 
and R. C. Lynch. Surgery 39: 340-46, 1956. 


The signs, symptoms and microscopic ap- 
pearance of thromboangiitis (Buerger’s dis- 
ease) are described in two cases. Both 
women had been excessive smokers for a 
long time. Medical management of the 
disease brought no relief and lumbar sym- 
pathectomy gave only subjective relief. In 
both patients gangrene occurred in a toe 
and the 2d, 3rd, and 4th ganglion were 
removed, The gangrenous process contin- 
ued, however, and because of great pain, 
it was necessary to amputate the leg. One 


patient was well when seen seven years 
later; the other was greatly improved when 
examined 12 months after amputation but 
in this patient right lumbar sympathectomy 
was performed in the meantime. Predic- 
tion as to the ultimate outcome in this dis- 
case is impossible. 


The Role of Veins in the Circulation, 


Hans Mautner. Arch. Pediat. 72: 387-91, 


1956. 


An experimental study on ‘the livers of 
animals, and a review of the literature of 
similar studies of hepatic veins, and also 
investigations in live animals, are dis- 
cussed. It is evident that any contractien 
of the veins enormously influences the fill- 
ing of the capillaries. Contraction of the 
arterioles, or of the portal veins in the 
liver, reduces ‘the amount of blood in the 
capillaries. Also, weak muscles of the veins 
can influence capillary filling. 


Low Termination of the Internal Saphe- 
nous Vein, P. G. Bevan, S. H. Green and 
F. A. R. Stammers. Brit. M. J. 1: 610-12, 
1956. 


The Trendelenburg operation for vari- 
cose veins has relieved annoying and in- 
capacitating symptoms in countless patients 
and if performed in classic manner rarely 
produces complications. Accidental liga- 
tion of the femoral vein is a serious hazard, 
but rarely reported. Four cases are de- 
scribed wherein the internal saphenous en- 
tered into the femoral vein at an abnor- 
mally low level and in two of these the 
femoral vein was ligated, due to an ana- 
tomical abnormality unrecognized. In the 
first case, a man aged 23 was readmitted for 
treatment twice and another operation per- 
formed, with the ulcers healing two months 
after the first operation. The second pa- 
tient, a woman aged 38, developed after 
operation lower nephron nephrosis and re- 
quired two more operations with perma- 
nent cure except for a severe degree of 
foot-drop. Three of the patients were aged 


37 


15 to 23; in young patients varicose veins 
causing symptoms should cause considera- 
tion of an anatomical abnormality such as 
low termination of the internal saphenous 
vein. 


Subcutaneous Ligation of Varicose Veins, 
Cc. A. F. Uhma and F. B. MacDonald. 
Canad. M. A. J. 74: 294-96, 1956. 


Many new radical procedures are being. 


used in treatment of varicose veins, but it 
is questioned whether such operations 
guarantee non-occurrence sufficiently to war- 
rant the trauma involved. The method of 
subcutaneous ligation of varicose veins is 
effective, as shown in the 18 cases treated; 
there is no scarring however many ligations 
are performed; the method is atraumatic, 
and it can be used alone or in combination 
with conventional high ligation, or can be 
supplemented by sclerosing injections if 
required. Moreover, communicating veins 
can be secured at the point of entry into 
varices by ligating horizontally instead of 
vertically. The procedure can be used in 
the office or outpatient department, and 
ambulation is immediate and postoperative 
care minimal. The ligature material must 
be sufficiently strong to permit crushing of 
the vein, non-irritating, and readily absorb- 
able. Pentothal is the most satisfactory 
anesthesia except when a great number of 
ligations demand a general anesthesia. 


Surgical Treatment of Chronic Ulcers of 
the Leg, G. K. Lewis and C. Y. Werelius. 
Amer. J. Surg. 91: 396-403, 1956. 


Eleven types of ulcers of the lower ex- 
tremities are discussed, together with their 
chief characteristics, pathogenesis and 
etiology. The treatment of choice is ex- 
cision of the ulcer and sclerotic tissue and 
replacement by skin graft. Criteria in 
choice of therapeutic procedure include 
physical examination, laboratory studies, 
condition of the patient and underlying 
conditions. Care should first be given to 
any causative factor that is controllable. 


38 Vol. 47, No. 1, THe JOURNAL of the NATIONAL 


The recommended procedure in treatment 
of the ulcer itself is correction of circulation 
by adequate excision of the entire ulcer, 
regenerated epithelium and underlying and 
surrounding scar, down to vascularity, to- 
gether with elimination of all contributing 
factors, followed immediately by a cover 
of skin to promote healing. Although 
faulty circulation can be improved only 
to a certain degree, it may be alleviated by 
removal of the local lesion. Since there is 
always infection to some degree attending 
the ulcer, wound healing will be deterred 
until bacteriostasis is established. The im- 
mune process is bolstered by use of anti- 
biotics and sulfonamides and frequent 
change of dressings. Topical preparations 
applied to prevent scarring and speed heal- 
ing have proved of little value. 


Dermatology; Allergy; Fungus Diseases 


Contact Dermatitis Due to Nickel and 
Chromate, S. Epstein. Arch. Dermat. 73: 
236-55, 1956. 


Dermal delayed (tuberculin type) sen- 
Sitivity in nickel and chromate dermatitis 
was demonstrated by use of patch and in- 
tradermal tests in a large series of subjects 
aged 11 to 70 years. The intradermal tests 
usually produced tubercular-type papular 
reactions, occasionally with a papular or 
vesiculopapular dermatitis on top. Forty- 
two per cent of the subjects also showed a 
positive reaction to copper, but to a less 
degree. In 34 nickel-sensitive subjects, 6 
had lesions on the thighs; the other lesions 
ocurred on the hands, head or neck. In 6 
of 18 subjects with chromate sensitivity the 
dermatitis occurred on the legs; in 4 on the 
feet. 

Secondary tests frequently were more 
severe and occasionally occurred more 
quickly and lasted longer. Contact derma- 
titis in atopic individuals may gradually 
change into atopic dermatitis. The differ- 
ence noted between ‘the two forms of de- 
layed sensitivity (dermal and eczematous) 
indicated that there are two independent 
shock organs. Routine intradermal testing 
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is not recommended with simple chemicals 
as sensitization may follow. 

A considerable discussion followed pres- 
entation of the paper. 48 references. 


Nylon and Leucoderma, M. El Zawahry. 
Brit. J. Dermat. 68: 59-60, 1956. 


Six cases of leucodermia are discussed, 
all occurring in the distal part of the left 
forearm, under the wrist-watch strap. All 
patients had substituted a nylon strap for 
the original rubber one, which had not 
caused any reaction. The white patch 
which developed was the size of the strap. 
One patient also developed leucodermia of 
both legs. 


Pyogenic Infections of the Skin, F. C. 


Combs. Med. Times 84: 275-81, 1956. 


Treatment is described of various pyo- 
genic infections of the skin, including im- 
petigo, ecthyma due to hemolytic strepto- 
cocci and staphylococci, streptococcal der- 
matitis, folliculitis, pyogenic paronychia 
and furuncle. 


The Mechanism of Cornification in 
Parakeratosis, Particularly Psoriasis, 
J. H. Ligterink. Dermatologica 111: 301- 


312, 1955. 


Protein-fractions obtained from psoriatic 
scales were checked with corresponding 
fractions of hyperkeratotic human skin, 
commercial keratin and cow-lenses, by 
paper chromatography, paper electro- 
phoresis, estimation of pH of coagulation, 
and tryptophane-tyrosin ratio. The experi- 
mental study showed that while proteins 
of psoriatic scales differ widely from those 
of keratins, there is a striking and constant 
similarity observed with a-crystallin frac- 
tions of cow-lenses. It is suggested that in 
psoriasis and generally in parakeratosis 
cornification ceases in a reductive phase, 
and is normally followed by an oxidative 
phase, required for keratin production. 
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The persisting reductive phase possibly is 
the result of a congenital deficiency in car- 
bohydrate and fat metabolism, producing 
a H,O, deficiency. 


Podophyllin Treatment in Various Skin 
Diseases, J. Shanon and F. Sagher. Derma- 
tologica 111: 319-27, 1955. 


Over a period of 5 years, 73 patients were 
treated with podophyllin. Of 18 with car- 
cinoma of the skin, 11 were cured clinically, 
with recurrence in one after 6 months. 
Complications occurring in 4 patients dis- 
appeared with cessation of the treatment. 
Of 21 patients with pyogenic ganuloma, 
16 were cured, with 2 recurring; all 7 with 
hand involvement responded promptly 
whereas only 5 of 9 with foot lesions were 
cured and in 2 of these there was recur- 
rence, considered due to repeated trauma 
on ingrown toenails. There was good re- 
sponse in cases of seborrheic warts, basal 
cell papilloma and molluscum contagio- 
sum; only fair response in senile keratosis 
and failure in verruca vulgaris; in 7 cases 
of neurodermatitis response was good but 
recurrence in all was noted after several 
months. 


Onychomycosis, Causative Organism 
Microsporum Audouini, D. C. Bleil. Arch. 
Dermat. 73: 255, 1956. 


Onychomycosis arises from a multitude 
of organisms such as Epidermophyton 
floccossum, Trichophyton mentagrophytes, 
T. rubrum, Candida albicans, and occa- 
sionally, the Microsporum group. A case 
is presented in a 22-year-old man due to 
Microsporum audouini who over a 5-year 
period had destruction, distortion and dis- 
coloration of the toenails. Multiple medi- 
cations had no effect. Histological study 
of cultures of scrapings of the nails indi- 
cated the causative agent. The patient re- 
turned to his own physician and was not 
followed up. 
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Generalized Ringworm Infections: Re- 
port of a Case Due to Epidermophyton 
Floccosum, L. M. Smith and H. D. Garrett, 
South. M. J. 49: 337-42, 1956. 


The ability of ringworm infections ‘to 
imitate other dermatoses is emphasized, 
and an extensive case caused by Epider- 
mophyton floccosum, rarely found in gen- 
eralized infections, is discussed. The litera- 
ture on generalized ringworm is reviewed. 
Most cases have been due to Trichophyton 
rubrum. In the case presented, a man aged 
20 had an extensive eruption of face, trunk 
and extremitics for one year. Only the 
scalp remained free. Palms and soles were 
scaly; at times vesicles appeared about the 
toes and soles; all toenails were thickened 
and brittle and interdigital spaces macer- 
ated; there was a large, tender mass of 
lymph nodes in the groin. Local medica- 
tions consisted of Asterol ointment, Salun- 
deck ointment and half strength Whit- 
field’s ointment, used at varying intervals. 
The skin became clear after a time except 
for lesions of the toenails and recurrence 
of vesicles on the soles and toes. The 
toenails were treated with 5°, chrysarobin 
chloroform, and x-ray therapy. Conditions 
suggested as influencing generalization of 
of dermatomycosis are debilitating disease 
interfering with natural immunity; presence 
of excess keratin in which 'the organism 
can grow; disturbance of carbohydrate 
metabolism; lack of specific immunity. 


Diabetes; Gangrene 


Prosthetic Technics in the Aftercare of 
Diabétic Gangrene, Ewen Downie and 
Maida O’Connor. Diabetes 5: 32-36, 1956. 


Few patients over 60 years old tolerate 
an artificial leg satisfactorily. Radical am- 
putation of the leg should be done only 
in cases of overwhelming infection threat- 
ening life or infection progressed beyond 
anatomic confines of the foot; in cases of 
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tissue destruction so extensive, restoration 
of the foot is impossible; and in cases 
of prolonged and intractable pain. Rigid 
control of the diabetic state, parenteral 
use of proper antibiotics and adequate 
drainage of infection, with amputation of 
one or more toes and debridement of dead 
tissue may produce healing. A modified 
Charlesworth appliance, a slipper pro- 
thesis, is described together with its prepa- 
ration. Modification of the shoe may also 
be necessary to afford forward movement 
of the foot during walking, by use of a 
convex rocker bar, or a domed metatarsal 
bar, and modification of the heel of the 
shoe to correct any tendency to inversion 
or eversion of the foot. Three cases are 
described in which such a prosthesis was 
successfully used. 


What I Teach My Diabetic Patients: A 
Panel Discussion, Priscilla White, E. W. 
Glass, et al. Diabetes 5: 55-60, 1956. 


Five experts, with Dr. White as moder- 
ator, discussed the question of teaching 
diabetics how to live a successful, nearly 
normal life. A physician doing this must 
understand the fundamental concepts of 
diabetic care, and be patient with perverse 
personalities, and adaptable to a long-term 
relationship with these patients. The dia- 
betic child is told that taking daily insulin 
is a nuisance, as well as urine testing, but 
if he follows instructions he will live as 
long as a nondiabetic, and that diabetes 
is not a handicap. The adult’s diet can be 
limited and obesity avoided, but the grow- 
ing child must have a sustaining diet. 
Parents must practice vigilance regarding 
adequate insulin to avoid excessive ketonia. 
The Clinitest and Galatest are simple, sensi- 
tive tests. The patients should know the 
type and strength of the insulin he buys, 
and must never discontinue insulin with- 
out medical consent. About 87 per cent 
can be trained to calculate their own diets. 
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Drug . Therapy 


The Use of Hydrocortisone by Local 
Injection, P. H. Kendall. Ann. Phys. Med. 
3: 1-8, 1956. 

An analysis is presented of the results 
obtained in the Physical Medicine Depart- 
ment of Guy’s Hospital following use of 
hydrocortisone over an 18-month period 
in treatment of 512 orthopedic patients. 
For intra-articular injection hyaluronidase 
was combined with the hormone to ensure 
maximal dispersal; in treating soft tissues 
2% procaine (1 to 3 ml.) was also added 
to ensure accurate localization. In 75 per 
cent of 121 patients with rheumatoid arth- 
ritis, dramatic relief of symptoms, with 
increased range of movement was obtained. 
Complete relief of symptoms in 253 of 391 
patients having osteoarthritis and_ soft- 
tissue lesions was noted, with improvement 
in 76 others; the greater the inflammation, 
the greater the response to the hormone. 
Good results were also obtained in cases 
of shoulder-joint lesions, ‘traumatic syno- 
vitis and hemarthrosis, plantar fascitis, 
De Quervain’s syndrome and_tenosyno- 
vitis. Few side-effects were noted and they 
were of short duration. 


Tetracycline Therapy of Surgical Infec- 
tions, E. J. Pulaski and G. L. Beatty. Surg., 
Gynec. & Obst. 102: 9-17, 1956. 


Tetracycline is more stable in solution 
than aureomycin and terramycin, whose 
structure it closely resembles. Its use 
proved beneficial in 64 per cent of 179 
patients with established surgical infec- 
tion. Favorable response was obtained in 
35 patients with infections due to hemoly- 
tic streptococci and paralleled treatment 
with penicillin and other antistreptococci 
therapeutic ag-nts. Beneficial results were 
obtained in 34 of 62 cases of infection due 
to staphylococci, in 54 other individuals 
with various types of infections similar 
results were obtained. The side effects 
noted varied according to dosage and mode 
of administration, and were similar to those 
of its two analogues. 
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Diagnosis 
The Diagnostic Value of the Electromyo- 
graph, P. A. Shea and W. W. Woods. Brit. 
J. Phys. Med. 19: 36-43, 1956. 


No electrical activity is recorded in the 
EMG when testing a normal human skele- 
tal muscle at rest. But in a muscle de- 
nervated by lower motor neurone disease, 
whether by involvement of the anterior 
horn cells of the spinal cord, the spinal 
nerve roots, or the peripheral motor nerves, 
three important abnormal action potentials 
can be noted: fibrillation in the resting 
muscle, a diphasic wave resulting from syn- 
chronous contraction of the motor unit, 
and fasicular muscle twitchings, the EMG 
is used in diagnosis of neuromuscular dis- 
orders, trauma to or infection of the spinal 
cord, lesions affecting the spinal cord, facial 
nerve, and peripheral nerves. The instru- 
ment must be of high fidelity and the elec- 
tromyographer thoroughly trained in its 
use. 


Soft Tissue Technique, W. M. Gilmore, 
X-Ray Tech. 27: 199-205, 1955. 


Factors affecting soft tissue radiography 
are: factors within the patient; control of 
scattered rays; factors in the x-ray beam; 
factors in the film; use of contrast media. 
Because of rapid dispersion of contrast 
media, short exposures and rapid sequence 
of films are required. Since the injections 
given cannot be repeated or additional 
media given, the first films taken must 
be of diagnostic quality. The techniques 
are described, together with factors that 
affect the results. 


Foot-support for Roentgen Investigation 
of Ligament Ruptures in the Ankle and 
for Osteosynthesis of Fracture in the Lower 
Leg and Ankle, G. B. Grath. Acta Chir. 
Scand. 110: 347-49, 1955. 

Ruptures of the collateral ligaments of 


the ankle occur commonly and are im- 
portant in prognosis. Ordinary routine 
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radiography does not reveal their presence. 
The author describes a foot-support he 
designed for use in roentgen diagnosis of 
such injuries, which can also be used as 
mechanical assistance in operations with 
osteosynthesis of fractures of the lower leg 
and ankle. 


Medical Practice; Group Practice 


The Economics of Preventive Medicine: 
A Synthesis of Opinions, F. A. Calderone. 
Indust. Med. & Surg. 25: 101-08, 1956. 


A report is presented of answers to a 
questionnaire sent to 1,034 executives in 
industry, insurance, state health depart- 
ments, government health departments, 
unions, and various medical organizations 
regarding a program of preventive medical 
care and its implementation. There was 
general agreement on the importance of 
educational activities relative to preventive 
health care, but diverse opinions regarding 
its importance and place in industrial 
health care and the role of the industrial 
health specialist. Fear was expressed by 
medical societies that preventive medical 
programs would turn into curative pro- 
grams. Industry felt that further expan- 
sion should be kept within narrow limits, 
while labor wanted wider coverage. Indus- 
try considered health care education a func- 
tion of industry, labor preferred a joint 
program of labor and management, medi- 
cine emphasized its own role. Labor 
believes costs should be shared by manage- 
ment and labor; medicine supported this 
opinion, but agreed with business that 
the individual should contribute a certain 
part of the costs. 


Establishing Just Fees for Patients, L. H. 
Dodd. J. Amer. Dent. Assoc. 52: 325-31, 
1956. 

Fair fees should be based on high skill, 
the will to do one’s best, with knowledg- 
ment of the requirements of the task. A 
fee level should be set which allows quality 
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service and provides a standard of living 
for the dentist and his family on at least 
the average scale of the patients in the 
community, which shall be regarded as 
the minimum, fair and just. 


Periodic Examinations in Industry by 
Mobile Equipment, L. T. Robertson. Arch. 
Indust. Health 13: 250-52, 1956. 


A technique is describcd for using spe- 
cially designed mobile medical units to 
provide health examinations for the per- 
sonnel of large and small industries, per- 
formed at the occupational site. Such exam- 
inations are designed as a nucleus of an in- 
dustrial program to emphasize preventive 
medicine, early detection of disease, and 
health counseling. The mobile medical 
unit consists of two large twin tractor- 
trailers for rapid examination of a large 
number of employees, and a house-trailer 
beside the other trailers, with a_ fully 
equipped clinical laboratory. The examin- 
ation consists of complete blood and urine 
tests, psychologic tests, auditory and visual 
tests, chest x-rays, and also electrocardio- 
grams if subjects are over 40, or under 40 
if a physician requests one. Examination 
of 50 to 60 persons can be made in an 
8-hour shift. 


An Appraisal of Medical Care in Group- 
Health Centers, E. R. Weinerman. Amer. 
J. Pub. Health 46: 300-09, 1956. 


Critical evaluation of the effectiveness 
of group-practice-prepayment health cen- 
ters after a decade of effort, shows that 
the achievement of the various centers is 
that of demonstration and education rather 
than solution of health problems for any 
large segment of the population. Although 
such health insurance provides greater 
benefits per premium dollar than the fee- 
for-service solo practice plan, growth of 
the centers has been slow. Only 174 sepa- 
rate clinics now exist, with a membership 
under three million. Development of cen- 
ters is limited by lack of public and indus- 
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trial financial assistance, lack of public 
interest, preference of labor for commercia! 
insurance plans and opposition of organ- 
ized medicine. Members of the group- 
practice centers complain of the quality 
of patient service, inconvenient office hours, 
long waits, inadequate care of urgent cases 
and impersonal service. 


The Doctor Shortage in Physical Medi- 
cine, G. M. Piersol. Amer. J. Phys. Med. 
35: 5-11, 1956. 


The facilities for the practice of physical 
medicine and rehabilitation have never been 
so adequate nor the opportunities for the 
education of doctors in this field so great. 
The growing need for adequate rehabili- 
tation programs to provide physical restora- 
tion to the increasing number of sick, 
disabled and aging has made physical medi- 
cine essential. Generous grants from pri- 
vate agencies, philanthropic groups, and 
foundations, as well as the United States 
Public Health Services have provided 
traineeships and fellowships to physicians 
desiring to enter this specialty; 177 resi- 
dencies are now approved in 53 hospitals. 
The most pressing problem is to provide 
enough physicians trained in “dynamic 
medicine.” The young physician continues 
to show indifference to physical medicine; 
only 48°% of the offered residencies of 1955 
were filled. One reason for lack of interest 
is that the curriculums of medical schools 
offer inadequate or superficial training. A 
broader clinical experience is necessary 
than is required for other specialties. The 
need for extensive equipment requires a 
staff appointment to some well-organized 
hospital. Unless the shortage of physicians 
is overcome, nonmedical cults will try io 
satisfy the popular demand for physical 
therapy; greater reliance will be put upon 
the trained technician until he assumes 
management of the patient; finally, spe- 
cialists in rehabilitation fields such as 
orthopedic surgeons, neurologists, intern- 
ists, etc., may direct and supervise rehabili- 
tation of patients in their respective fields. 
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Musculoskeletal System 


Mechanics of Body Elevation by Gastroc- 
nemius-soleus Contraction, J]. W. Gersten. 
Am_r. J. Phys. Med. 35: 12-16, 1956. 


Lifting of the body weight by the gas- 
trocnemius-soleus muscle group has been 
explained mostly on the basis of a second- 
order lever system, in which system, “body 
weight (resistance) is applied to the lever 
at a point (the talus) which lies between 
the site of application of the muscle force, 
at the calcaneus, and the fulcrum (the 
metatarsophalangeal joint) .”” In this study 
evidence is presented to revise this 
approach to the mechanics of body eleva- 
tion on the toes. The dynamics of stand- 
ing and rising on the toes was depicted 
by electromyographic studies done with a 
coaxial needle electrode and a cathode 
ray oscillograph. Of the muscles studied, 
the gastrocnemius, anterior tibial, extensor 
digitorium longus, peroneus brevis, flexor 
hallucis longus and flexor digitorum 
longus, only the gastrocnemius-soleus 
group, acting as the force in a Ist-order 
lever system, provides the necessary force 
to elevate the body and maintain it in 
equilibrium in this position. This sub- 
stantiates the theory that elevation of the 
body on the toes by contraction of ‘this 
muscle group must be the most satisfac- 
torily explained if the muscle-bone compo- 
nents are considered a first-order lever 
system. 


Congenital Vertical Talus, H. Osmond- 
Clarke. J. Bone & Joint Surg. 38B: 334-41, 
1956. 


Congenital vertical talus was observed 
in only one of 131 cases of congenital foot 
deformities treated in a special clinic deal- 
ing with such cases. Four cases were treated 
by the author over a period of 8 years, 
the first 2 unsuccessfully. Clinically a rigid, 
flat longitudinal arch is seen with marked 
prominence of the head of ‘the talus on 
the medial and plantar aspects of the foot, 
with eversion of the heel. Radiologically 
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the talus is shown lying almost vertically 
in the line of the long axis of the tibia, 
with the forefoot deviating laterally at mid- 
tarsal level. The head of the superior artic- 
ular surface projects downwards and 
medially, and only the posterior portion 
of the superior articular surface of the 
talus is within the tibio-fibular mortise. 
Open operation was successful in two chil- 
dren with bilateral deformity, the snape 
of the feet being restored. The operation 
consisted of subluxation of the _talo- 
navicular and subtalar joints, with freeing 
of ‘the tarsal head sufficiently to permit it 
being lifted dorsally and laterally. The 
talus was anchored in position by trans- 
plantation of the distal end of the peroneus 
brevis tendon through the neck of the 
bone. 


The Value of Knowing the Direction 
and Nature of the Force Causing a Frac- 
ture, George Perkins. J. Bone & Joint Surg. 
38B: 227-36, 1956. 


Knowledge of the direction and nature 
of the force causing a fracture is of value 
because one is able to deduce from it the 
degree of soft tissue damage and infer 
from it a logical method of reduction. 
Treatment is often controlled by the 
amount of damage to the soft parts. With 
soft parts undamaged in a spiral fracture, 
plating can be done on the first day, but 
plating should be postponed for a fort- 
night in crush fracture. Choice of two 
methods of treatment of a fractured patella 
depends upon the nature of the injuring 
force. Direct patella fracture, with the 
patella breaking into several fragments, 
held together by the surrounding intact 
quadriceps, without muscle damage, may 
be treated like a sprained knee; when the 
patient can lift his leg off the couch with 
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the knee straight, he may get up without 
a splint. 

The direction of the force which broke 
the bone may be revealed radiologically. 
The possible forces are longitudinal com- 
pression, angulation, shear, transverse com- 
pression and rotation. Each of these are 
described and well illustrated. Pott’s frac- 
ture according to the direction of the 
fracturing force is of various types: lateral- 
rotation, abduction, adduction, shear and 
vertical, and may be diagnosed radiologi- 
cally. Each are described and illustrated 
and proper reduction indicated. 22 illus- 
trations. 


Idiopathic Clubbing and Hypertrophic 
Osteoarthropathy, Arch. Int. Med. 97: 
355-58, 1956. 


Idiopathic clubbing of fingers and toes, 
with early osteoarthropathy was discovered 
in routine physical examination of an 
apparently normal 23-year-old man. Venous 
catheterization and brachial oxygen satura- 
tion studies excluded the possibility of 
occult cardiac or pulmonary disease. Con- 
tinued good health for two years after 
diagnosis made _ the _ probability of 
acquired disease seem unlikely. The disease 
may be a manifestation of an undiagnosed 
primary disease. Prognosis is favorable. 


Pedal Anomaly: Report of a Case, 
W. De G. Hayden and R. A. Murray. Arch. 
Surg. 72: 421-25, 1956. 


Routine examination of a man aged 53 
revealed normal skeletal structure except 
that he had a tarsal configuration and foot 
structure on the left composed of an out- 
wardly normal foot with five toes and 
a supernumerary or rudimentary foot 
beneath, with thre toes. He wore a spe- 
cially padded shoe and had no marked 
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disability and had been active in basket- 
ball in college. Embryologic causes are 
Because 


suggested for this “double foot. 
of his age and freedom from much dis- 
ability, the man refused any corrective 
measures. 


The Genesis of Pain in the Musculo- 
skeletal System, Joseph H. Giesen. J. Maine 
M. A. 47: 39-41, 1956. 


Few patients complaining of pain in 
the neck, arm, fingers, or lumbar region, 
hip and lower extremities give a history 
of trauma. Some situation apparently exists 
which upsets the equilibrium of the local 
musculoskeletal part involved. Some 
change seems to be taking place in some 
area which acts as a trigger mechanism 
to cause painful stimuli, causing in turn 
segmental distribution of pain. Such trig- 
ger mechanism may be stimuli arising from 
a joint of the vertebral column, any vessel, 
somatic nerve, sympathetic nerve compo- 
nent, any muscle or fascia, that ‘s, from 
any constituent or combination of con- 
stituents of the system. Whenever the 
optimum range of motion of any joint 
is exceeded, painful stimuli can develop 
which upszt the normal physiologic equili- 
brium of the part. The accompanying 
muscle spasm of the posterior spinal group 
of muscles, added to the origina! stimulus, 
produces a vicious cycle of pain. The em- 
bryologic and anatomic features of the 
autonomic nervous system, in relation to 
the muscular, skeletal, and vascular sys- 
tems, are described. Management of muscu- 
loskeletal and vascular systems, are de- 
scribed. Management of musculoskeletal 
pain requires understanding and correla- 
tion of these systems. Treatment must be 
instituted early for successful rehabilita- 
tion. 
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Bone Growth Following Partial Resec- 
tion of the Epiphyseal Cartilage, Z. B. 
Friedenberg. Amer. J. Surg. 91: 362-64, 
1956. 


Distorted or arrested growth is fre- 
quently noted following a seemingly trivial 
injury to a growing epiphysis. The epi- 
physeal cartilage subserving the lateral 
femoral condyle of 23 six-week-old rabbits 
was surgically resected. In some animals 
the defect was plugged with bone wax to 
prevent development of epiphyseal fusion; 
in the controls the epiphyseal line was 
resected but not packed with wax. The 
animals were sacrificed at intervals up to 
90 days. Almost all of the animals showed 
some valgus deformity which increased 
with increase of postoperative time; less 
deformity occurred in those packed with 
bone wax. The greatest shortening occurred 
in animals with marked valgus. Films 
showed new trabeculae from the subchon- 
dral bone adjacent to the epiphyseal line 
growing into the surgical defect in almost 
all animals, but none showed restoration 
of the transverse diameter of the bone nor 
evidence of cartilage regeneration. 


Dysplasia Epiphysialis Hemimelica 
(Tarsoepiphysial Aclasis), T. J. Fairbank. 
J. Bone & Joint Surg. 38B: 237-57, 1956. 


Only 14 cases were found in the ortho- 
pedic centers in England, including two 
in the upper limb. In the 27 new cases 
presented, the ages ranged from 8 months 
to 23, with the majority aged from 2 to 8; 
all but 7 were girls. The epiphysial abnor- 
malities were confined to one side of the 
affected limb, mostly on the medial side. 
The most commonly affected sites were 
the lower femoral epiphysis and the talus. 
When tthe talus is involved, the body of 
the talus may be greatly enlarged, the artic- 
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ular surface sometimes appearing crenated 
in the anteroposterior view and the whole 
bone tilted to one side. The microscopic 
appearance is similar to osteochondroma; 
biopsy shows no characteristic features. 
Diagnosis of the rare abnormality is easy 
radiologically; characteristic changes are 
restricted to those epiphyses or parts of 
epiphyses lying on one side of a single 
limb, with absence of abnormalities in 
other parts of the skeleton. Whatever the 
etiology, it is certain that it is active early 
in the fifth week of fetal development. 
Removal of all or part of the outgrowth 
has been beneficial in a number of patients. 
Valgus or varus deformity from pressure 
of the outgrowth is improved or completely 
corrected by this excision. In cases involv- 
ing the body of the talus, corrective meas- 
ures may involve a prohibitively large 
removal of the bone. Description is given 
of 13 cases, illustrated by 35 figures. 


Relationship of the Tilt of the Pelvis to 
Stable Posture, F. J. Kottke and W. G. 
Kubicek. Arch. Phys. Med. 37: 81-90, 1956. 


The center of gravity of the body mass 
above hip level is posterior to the center 
of the hip joint under normal conditions 
of standing with the hip fully extended. 
The torque thus provided forces the hip 
into complete extension and prevents the 
hip from collapsing. During normal stand- 
ing the center of gravity of head, trunk 
and arms falls posterior to the hips and 
anterior to the knee, both joints thereby 
being locked without muscular contrac- 
tion. The center of gravity of the body 
during flexion contracture of the hip is 
moved anterior to the hip, causing a jack- 
knifing of the hips, unless the extensor 
muscles of the hip are contracted, or an 
arm support is utilized. Muscular energy 
must be provided during hip flexion con- 
tractures, or braces must be used to keep 
the knee extended. The authors compare 
various methods used to measure extension 
of the hips. Excellent illustrations demon- 
strate how tilt of the pelvis affects the 
position of the center of gravity. 
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Editorial: Stenosing Tenosynovitis. Med. 
Times 84: 321-26, 1956. 


Stenosing tenosynovitis is a constriction 
of a tendon sheath which interferes with 
the gliding of the enclosed tendon. Almost 
all occur in the hand, and only rarely in 
the feet. The disease occurs (1) in the 
sheaths enclosing ‘the tendons of the abduc- 
tor pollicis longus and extensor pollicis 
brevis, (2) in the sheath of flexor pollicis 
longus, and (3) in the sheaths of the flexor 
sublimus and the profundus tendons ex- 
tending to each of the four lesser fingers. 
The anatomy of the hand is illustrated. 
Surgical procedures are described for cases 
in which immobilization in plaster casts 
for 4 to 5 weeks was not effective. 


Indications for Operative Treatment of 
Tendinitis Calcarea, Pehr Malm. Acta 
Chir. Scand. 109: 442-48, 1955. 


Calcification may occur in any tendon, 
but is more common in the supraspinatus 
tendon. Although trauma is not the pri- 
mary cause of tendonitis calcarea, excessive 
strain or sudden trauma may aggravate a 
chronic or subacute clinical condition, or 
aggravate an acute syndrome. In mild 
chronic and subacute cases with small foci 
of calcification, radiologic treatment gen- 
erally gives good results. Old chronic or 
recurrent cases not responsive to roentgen 
therapy should be treated surgically, with 
evacuation of tthe focus, to eliminate 
atrophy and contracture in the joint area. 
Seven cases treated surgically are discussed. 


Hydrocortisone Acetate in the Treat- 
ment of Dupuytren’s Contraction and 
Allied Conditions, L. Zachariae and 
F. Zachariae. Acta Chir. Scand. 109: 421-31, 
1955. 


Topical administration of hydrocorti- 
sone acetate, which is known to soften 
fibroses, was used in cases of Dupuytren’s 
contraction (contracture) with the result 
that the fibroses were softened, the con- 
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tracture reduced, and pain relieved. The 
results were not permanent, except in 
fibroses following fracture. Since hydro- 
cortisone is anti-inflammatory, local irrita- 
tion did not occur. Where surgery is con- 
traindicated or refused, and also in quite 
mild cases, topical application of the drug 
may prove helpful. 


Osteochondritis Dissecans of the Knee: 
A Review of 55 Cases, N. R. Lewis and 
P. K. B. White. Ann. Phys. Med. 3: 13-17, 
1956. 


Osteochondritis dissecans may involve 
the knee, hip, elbow or spine singly or in 
combination. It is most common in the 
knee; 55 cases are discussed, 5 of which 
had involvement of other joints also. 
Certain diagnosis can be made only radio- 
logically or at operation. Radiograms show 
only gross lesions. Suggestive features are 
aching pain in the affected condyle, local 
tenderness and signs of a loose body in the 
joint. Immobilization is necessary in acute 
stages. With cessation of effusion, minimal 
pain, and stable knee, movements are 
begun; carefully graduated rehabilitation 
is required. If the fragment separates, it 
should be removed. Of ‘the 55 treated, 
during an average of 13 weeks, 6 in hos- 
pital and 7 at medical rehabilitation unit, 
17 returned to full military duty, 28 to 
modified duty, 10 were invalided. Opera- 
tion was required in 47 for removal of 
either a cartilage or a loose body. 


Atrophy of Bone with Special Reference 
to Physical Rehabilitation, D. C. Billen- 
stein. Phys. Ther. Rev. 36: 169-73, 1956. 


A review of the literature is presented 
regarding the pathology of disuse atrophy, 
particularly in the disabled, and the 
mechanical factors concerned in apposi- 
tion and resorption of bone, together with 
the methods of estimating bone strength. 
Routine use of roentgenograms is advo- 
cated for the estimation of bone atrophy 
in evaluation of the physically disabled 
who need extensive physical rehabilitation. 
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Joint and Bone Disease Due to Mycotic 
Infection, E. C. Toone, Jr., and J. Kelly, 
Am. J. M. Sci. 231: 263-73, 1956. 


Pathogenic fungi should be considered 
in differential diagnosis of all bone and 
joint infections. The increased incidence 
of such infections is due to control of path- 
ogenic bacteria through use of antibiotic 
agents, increased travel, military and non- 
military. In 25 cases of pathogenic mycotic 
infection observed over a 5-year period, 
5 were due ‘to Blastomyces dermatitides, 
2 to Cryptococcus neoformans, and one ‘to 
Coccidiodss immitis, which occurred in the 
bones and joints. The lesions were wide- 
spread, multiple, and showed predilection 
for cancellous, rather than tubular bone. 
Diagnosis is made only through recovery 
of the organism from the infected site, or 
sputum, urine or spinal fluid. Roentgen 
evidence of bone damage remains many 
months after systemic infection has dis- 
appeared. Effective treatment of blastomy- 
cosis, actinomycosis and cryptococcosis 
(except in the central nervous system) 
was obtained through use of the aromatic 
diamidines; sulfonamides and antibiotics 
were curative in some cases of actinomy- 
cosis and nocardiosis. Iodides had limited 
value. No treatment is available for cocci- 
dioidomycosis, histoplasmosis or crypto- 
coccosis of the central nervous system. 


Nervous System 


Treatment of the Spastic Hemiplegic, 
George Deaver. Amer. J. Phys. Med. 35: 
32-34, 1956. 


The treatment of spastic hemiplegic is 
planned (a) prevent deformities; 
(b) correct deformities if they occur; 
(c) ‘train the affected extremities to maxi- 
mal functional capacity; (d) teach the 
child to perform self-care activities and 
ambulation; (e) to walk in a normal man- 
ner. Methods used to obtain these resulis 
are briefly described. 
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Changes in Muscle and Nerve Following 
Motor Neuron Denervation, M. M. Hines 
and J. H. Thomson. Amer. J. Phys. Med. 
35: 35-57, 1956. 


A review of the literature, comprising 
112 articles, is summarized in a presenta- 
tion of facts and theories related to the 
reactions of skeletal muscle to motor 
neuron denervation, together with certain 
aspects of reinnervation and regeneration. 
Peripheral nerve injuries are classifie:l 
according to the degree of injury so that 
consequences of such injuries can be con- 
sidered. The various ways in which nerve 
neuron regeneration takes place, the 
changes in skeletal muscle occurring after 
degeneration are described, together with 
changes in excitability, in contractile char- 
acteristics, in fibrillary contractions and 
the chemical changes noted. The potentials 
for recovery of denervated muscle were 
studied in laboratory animals. Measures 
to promote recovery are reviewed, and 
the various theories regarding the causes 
of degenerative atrophy. 


New Growths 


Periosteal Chondroma, S. B. Feinberg 
and M. C. Wilber. Radiology 66: 383-86, 
1956. 


Two cases are presented of periosteal 
chondroma originating in the region of the 
calcaneus and developing in periods of 
8 to 10 years. The small palpable soft- 
tissue masses showed radiographically 
smooth bone erosion and cortical sclerosis 
associated with soft-tissue changes. The 
small, firm, lobulated masses after removal 
were found to be composed of nests of 
hyaline cartilage cells, with no evidence 
of malignant growth or infection. Con- 
servative block excision was curative. 


A Ganglion in the Muscle Belly of Pero- 
neus Longus, F. T. Graves. Brit. J. Surg. 
43: 438-39, 1956. 
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Ganglion occurring in the capsule of a 
joint or arising from the sheath of a ten- 
don is commonly observed, but a ganglion 
in the tendon itself is rare. A case is re- 
ported in a man aged 54, who had a swell- 
ing of the outer side of the right leg for a 
period of 7 months, which had recently 
become painful. A pre-operative diagnosis 
was made of a fibrosarcoma or a rhab- 
domyosarcoma. At operation a swelling 
was removed from the belly of the pero- 
neus longus. Histologic examination 
showed a ganglion, not an old hematoma or 
benign connective-tissue tumor which had 
undergone degeneration. 


Treatment of Plantar Warts, C. W. Mon- 
roe. Plastic & Reconst. Surg. 17: 168-83, 
1956. 


A review of 78 cases of plantar warts 
treated over a 9-year period, with follow-up 
of 68 is reported. It is generally accepted 
that verruca vulgaris is of virus origin. In 
some small warts fulguration may destroy 
all cells invaded by the virus, but in large 
warts only a fraction of such cells are al- 
tered. Yet the wart may disappear after 
one treatment. In a few cases no change 
was evident after two or three treatments; 
with deeper and wider fulguration mild 
degree of cellulitis appeared, but the wart 
eventually disappeared. Small asympto- 
matic warts were not treated; they disap- 
peared within 6 months in 5 of 6 patients. 
Larger, or symptomatic warts in 61 patients 
were treated by high frequency fulguration: 
this was effective in 83 per cent of patients 
20 years old or younger, and in 64.3 per 
cent of patients over 20. In cases where ful- 
guration was ineffective and in those with 
marked changes after earlicr therapy, sur- 
gery was necessary; 50 per cent of these 10 
patients had excellent results; 30 per cent 
more had some improvement. X-ray ther- 
apy is contraindicated because of arterio- 
lar changes produced in the tissues. 
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Physical Medicine; Rehabilitation 


Comparative Heating Effects of Moist- 
aire and Hydrocollator Hot Packs, W. J. 
Erdman and E. K. Stoner. Arch. Phys. Med. 
37: 71-72, 1956. 


The heating properties of these two ap- 
paratus in comparison with conventional 
hot packs and infrared heating show ‘the 
same local heating effects and _ similar 
peripheral reflex effects. The two apparatus 
do not provide effective penetration of 
heat; the principal effect on temperature 
is decrease of ‘the gradient between skin, 
subcutaneous, and deep muscle tempera- 
tures. Both are effective in providing a 
soothing heat conducive to relaxation and 
sleep. The Moistaire apparatus is spe- 
cially suitable for heating large surface 
areas. Hydrocollator packs are inexpen- 
sive, and easy to use in the home. 


Double Spring Exercises, J. Berkeley. 
Arch. Phys. Med. 37: 156-58, 1956. 


A simple method to motivate lazy, apa- 
thetic or apprehensive patients who refuse 
necessary remedial exercise therapy is de- 
scribed. The double-spring extension ap- 
paratus is used by the patient once or twice 
a day under the supervision of the thera- 
pist. The method is contraindicated in con- 
ditions where knee movements are painful 
or there is an inflammatory process. Dur- 
ing a period of 15 minutes 600 to 1,000 
repetitions are performed. The treatment 
is comfortable and acceptable to ‘the pa- 
tients. 


Progress and Future Plans of the Federal 
Vocational Rehabilitation Program, M. E. 
Switzer. J. Chronic Dis. 3: 318-22, 1956. 


Of the estimated two million disabled 
persons of this country who could profit 
from vocational rehabilitation services, ap- 
proximately 88 per cent are disabled by 
chronic disease. Increased skill in medical 
sciences has played a major part in creat- 
ing chronic disability in that diseases are 
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now cured which formerly were fatal, but 
which leave residual disabilities. The re- 
habilitation programs, federal and state, 
are discussed, and new legislation broaden- 
ing these programs is described. 


Rehabilitation Centers in Modern Medi- 
cine, H. E. Gillette, South. M. J. 49: 380- 
83, 1956. 


Rehabilitation aims at the conservation 
and development of residual abilities. 
Community use of a privately owned out- 
patient facility for physical medicine and 
rehabilitation is described. The regime 
presented applies particularly to hemi- 
plegic and paraplegic patients. Of the 450 
patients, 91 were amputees, 62 above or 
below the knee, and 2 bilateral legs. The 
rehabilitation center provides professional 
personnel understanding the ability, and 
means to minimize it, and engineering 
skills to develop apparatuses designed to im- 
prove residual abilities to the highest de- 
gree in the shortest time possible, and pre- 
pare the patient for a vocation. 


Rheumatic Diseases 


Recent Advances in Steroid Therapy of 
Rheumatoid Arthritis, H. L. Holley. Mis- 
sissippi Doctor 33: 257-59, 1956. 


Only about 75 per cent of patients suf- 
fering from rheumatoid arthritis obtain 
satisfactory relief of symptoms from use of 
cortisone, corticotropin or hydrocortisone 
therapy. From 10 to 15 per cent have side 
effects which necessitate discontinuance of 
the drugs; 15 per cent do not have suf- 
ficient relief to warrant continued use. The 
present recommended dosage of cortisone 
for children under 10 years of age is less 
than 10 mg. per day; for adolescents 10-20 
mg.; for premenopausal women 30-3714 
mg.; postmenopausal women 25-30 mg.; 
for men 37.5-50 mg. per day. Hydrocorti- 
sone has 114 times the anti-rheumatic po- 
tency of cortisone and therefore requires 
smaller doses. Local relief is obtained in 
80 to 90 per cent. A new synthetic com- 
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pound, a halogenated derivative of hydro- 
cortisone, 9-alpha-fluoro-hydrocortisone ace- 
tate, is about ten times greater in anti- 
rheumatic activity but is contraindicated 
because of rapid increase of fluid retention 
and hypertension. 

Prednisone and prednisolone are sup- 
pressive only, and relapse follows ‘their dis- 
continuance; also, Cushing’s syndrome, os- 
teoporosis, occurrence of exacerbations and 
of peptic ulcers, and mental aberrations are 
side effects. Steroid therapy frequently fails 
to end the pathologic process of the disease; 
relapse is frequent and serious following 
discontinuance of ‘the therapy. The con- 
sensus is that these drugs have only transi- 
tory value; they do not repair damaged 
tissue and are useless in patients with de- 
formed and ankylosed joints. Time-tested 
conservative measures, such as local and 
general rest, prevention and correction of 
deformities, physiotherapy, proper nutri- 
tion, and avoidance of emotional stress, 
may bring improvement, or even arrest of 
the pathologic process. 


Management of Arthritis, Charles Ragan. 
Postgrad. Med. 19: 248-52, 1956. 


The idea is widely accepted that rheu- 
matoid arthritis is a manifestation of hyper- 
senstitivity involving some component of 
the host. Two cases are contrasted. One 
man was bedridden by rheumatoid arth- 
ritis for a period of 20 years. ACTH 
brought some relief which lasted only 10 
days after the drug was discontinued. The 
other had intermittent rheumatic spondy- 
litis but continued ‘to work during those 
three years. Prognosis is good in this dis- 
ease when deep breathing exercises are 
given and the spine is kept in good posi- 
tion. X-ray therapy is effective in some 
cases. 

The indications for butazolidine in this 
disease outweigh the possible disadvan- 
tages. Use of steroids is hardly worthwhile 
in treatment of spondylitis, but in Still’s 
disease in children, the steroids may be 
helpful on a long term basis. 
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It is pointed out that a bedridden pa- 
tient, fairly well adjusted to his chronic 
existence if given a short period of normal 
life with intravenous corticotropin will suf- 
fer more when the drug is withheld. Small 
amounts (25 mg. daily) of cortisone or 2.5 
mg. of metacorten twice a day may be pallia- 
tive and allow reconstructive surgical pro- 
cedures, but complete body overhaul should 
not be attempted. These drugs may mask 
inflammation, osteoporosis, compression 
fractures, and peptic ulceration. 


Plastic Splints in the Treatment of Juve- 
nile Rheumatoid Arthritis, J]. B. Brennen. 
Ann. Phys. Med. 3: 13-17, 1955. 


Rheumatoid arthritis involves the most 
important joints of hand, knee, ankle and 
tarsus, and sometimes the cervical vertebral 
column. The method described in treat- 
ment of children with multiple joint in- 
volvement consists of splinting the wrist 
in 30 degree dorsiflexion, the knees in 5 to 
10 degrees flexion, and the feet in 90 degrees 
dorsiflexion. The neck is supported in neu- 
tral position by a cervical collar. Joints 
kept relatively free of pain require only 
minimal physiotherapy to maintain mo- 
bility. Elbow, shoulder and hip joints re- 
ceive intensive physiotherapy. A polythene- 
polyurethane splint is described which pro- 
vides strength, lightness and comfort. It is 
easy to make and very inexpensive. Pa- 
tients have worn them continually for a 
year with no discomfort. Preparation of 
the splint is described. 


Prednisone and Prednisolone as Suppres- 
sive Agents for Rheumatoid Arthritis, E. 
W. Boland. Bull. Rheumat. Dis. 6: 107-08, 
1956. 


The importance of suppressive agents in 
treatment of rheumatoid arthritis is in ‘the 
demonstration that it is possible to multi- 
ply the milligram potency and at 'the same 
time attenuate the electrolyte activity of 
hydrocortisone and cortisone, rather than 
in their actual therapeutic advantage. 
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Compared with hydrocortisone, these new 
analogs have the advantage of freedem 
from salt and water retention in therapeu- 
tic doses, but they have a greater propen- 
sity for digestive complications. When salt 
and water retention is a problem (in con- 
genital heart disease, essential hyperten- 
sion, edema from hydrocortisone and cor- 
tisone therapy, etc.), or the patient does not 
respond to the older steroids, prednisone 
and prednisolone is preferable. Hydro- 
cortisone, on the other hand, is indicated 
in patients with a history of gastric ulcer 
or gastric irritation from the new steroids. 
One hundred and nine patients were 
treated with the new steroids for a period of 
6 to9 months. The response corresponded 
to that of hydrocortisone and cortisone 
which must be given in larger doses. 
Edema present in 31 patients while on 
hydrocortisone disappeared in 25 on pred- 
nisone or prednisolone. However, of 109 
patients on hydrocortisone 6.4 per cent 
developed gastric irritation, and in 33 per 
cent on prednisone and prednisolone. 


Arthritis, Polymyositis and Polyneuritis, 


Clinico-Pathologic Conference. Amer. J. 


Med. 20: 462-73, 1956. 


A case is reported of arthritis of two 
years’ duration and “dead feet” for 9 weeks 
in a woman of 47 years. One-half year be- 
fore admission to the hospital, she received 
multiple antibiotics, sulfonamides and hy- 
drocortisone, with some improvement, but 
5 weeks before admission hydrocortisone 
was stopped because of facial edema. 
Roentgenograms showed minimal fibrotic 
tuberculosis of the left upper lobe, with 
bilateral thickening, and rheumatoid ar- 
thritis involving both hands and feet. After 
treatment with multiple vitamins and in- 
tramuscular B,. a rash developed on the 
right buttock and thigh. Penicillin and 
streptomycin were administered, and the 
patient improved, although fever contin- 
ued. Muscle biopsy indicated polymyosi- 
tis. On the 16th day intravenous meticor- 
tin therapy was begun; improvement fol- 
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lowed, with abatement of fever. Pain in 
the chest developed next day but chest ex- 
amination revealed no abnormality. She 
died on the 18th day. The final anatomic 
diagnosis was rheumatoid arthritis, atro- 
phy of the muscles of the extremities, poly- 
arteritis with involvement of the coronary 
artery and small arteries of the heart, mus- 
cles and nerves; myositis, endocarditis in- 
volving mitral and tricuspid valves, and 
partially organized fibrinous pericarditis 
and dilatation of the heart. 


Gout as a Cause of Isolated Circum- 
scribed Cyst of the Patella, John Lyford, III, 
and D. Shapiro. Radiology 66: 380-82, 1956. 


A rare case of solitary cyst-like lesion of 
the patella, proved by biopsy and labora- 
tory studies to be caused by gout, is re- 
ported in a 34-year-old man. Following 
excision, treatment with colchicine and 
diet, the patient became asymptomatic five 
months later, but roentgenograms showed 
a cyst-like lesion still present. Such patellar 
lesions should cause suspicion of systemic 
disease. 


Heredity in Gout and Hyperuricemia, 
M. Hauge and B. Harvald. Acta Med. 
Scand. 152: 247-57, 1956. 


Heredity is shown to be an etiologic factor 
in gout. Manifest attacks appear to occur 
as a rule, but not exclusively, in individu- 
als with high serum levels. A study is pre- 
sented of 261 immediate relatives of 32 
men with gout, and 266 controls, with ages 
ranging from 9 to over 80, to determine 
whether genetic factors play any part in the 
etiology of gout. Results showed ‘that uri- 
nary calculi and hpyeruricemia are more 
common among the relatives of gouty pa- 
tients than among those of normal indi- 
viduals. Predisposition to hyperuricemia 
is not manifested until a relatively ad- 
vanced age, but it seems to be an impos- 
ing factor in gout. The investigation failed 
to support 'the view that hyperuricemia is 
transmitted as a Mendelian dominant, and 


no linkage was demonstrated between pre- 
disposition to hyperuricemia and the 
genes within seven of the known blood 
group systems. 


An Examination of Laboratory Aids in 
the Diagnosis of Rheumatic Fever, M. L. 
Gibson and P=. Gawley. Amer. Pract. 7: 
424-26, 1956. 


No specific test is available for diagnosis 
of rheumatic fever, though some-tests aid 
in determining the relative activity ofthe 
disease. An elevation of white blood cell 
count is reported in 90 per cent of these 
patients, but leukocytosis is even higher in 
cardiac cases. The erythrocyte sedimenta- 
tion rate is useful as an index of activity 
and effect of treatment in the disease proc- 
ess. No specific abnormality of the ECG 
has been found diagnostic of rheumatic 
fever. Roentgenologic evidence of cardiac 
enlargement in this disease is of little value. 
The acute phase reactants, either protein 
or carbohydrates, are found in increased 
concentration in numerous diseases besides 
rheumatic fever. Disappearance of the C- 
reactive protein in rheumatic fever has 
been correlated with adequate suppression 
therapy; its persistence indicates inade- 
quate suppression. Serum seroproteins 
seem the most reliable test of rheumatic 
activity. If steroid dosage continues unre- 
duced until serum mucoproteins are nor- 
mal, clinical activity rarely is seen. Im- 
munologic tests and skin tests are not diag- 
nostic. Tests of vital capacity are useful in 
determination of the cardiac status in chil- 
dren. 


Therapy of Rheumatic Fever, L. Kallio- 
mak]. Acta. Med. Scand. 152: 473-78, 1955. 


Results of treatment of 22 patients with 
salicylates, 19 with cortisone-corticotropin, 
17 with phenylbutazone, and 14 with sodium 
salicylate, para-aminobenzoic acid and 
cortisone simultaneously, are compared. 
The patients were aged from 24 to 29 years. 
The days of hospitalization varied from 21 
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tropin produced the poorest results. 


up to 4 months. 


No definite difference in re- 
Cortisone or cortico- 
Ele- 
vation in the leukocyte count occurred in 
those given combined treatment, but not 
in those in the phenylbutazone group. 
Four patients receiving phenylbutazone 
and cortisone showed no advantages over 
those receiving phenylbutazone alone. 


to 55 days. 
sults was found. 


Xylocaine in Arthropathia, A. K. J. Kou- 


mans. Acta Med. Scand. 152: 285-92, 1955. 


Injections of Xylocaine in no instance 
caused infection. Of over 200 patients 
treated, 44 were exclusively for chronic 
progressive~osteoarthritis of the knee; 40 
improved, needing no further treatment 
and they were able te_go about their daily 
duties. Only 4 required further treatment 
The technique is de- 
scribed. Periarticular and intracapsular 
injection in the joints should be given with 
a nontoxic, highly effective analgesic with 
long lasting hyperemic action. 


Clinical Evaluation of Prednisone in 


Collagen Diseases, J. A. Blais, R. Dussault. 
et al. Canad. M. A. J. 74: 268-74, 1956. 


A preliminary report is made of a study 
of the effect of prednisone in treatment of 
collagen diseases. Four patients, aged from 
35 to 53 years, had rheumatoid arthritis for 
a period of 1 to 17 years and all were 
capable of performing little or none of the 
duties of their occupation or of self-care. 
One showed major improvement on a 
maintenance dose of 15 mg. but died of 
skull fracture in the eighth month; | had 
major improvement but excessive hirsutism 
and moonface caused stoppage of therapy; 
another with minor improvement was able 
to return ‘to work; the fourth was unim- 
proved. In three cases of lupus erythema- 
tosus disseminatus, excellent results re- 
sulted in one, one died during treatment, 
one stopped treatment because of failure 
of wound healing. Moderate improvement 
followed treatment in two cases of sclero- 
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derma. One patient with rheumatoid spon- 
dylitis failed to improve under therapy and 
suffered mental disturbance. A_ patient 
with hemophiliac arthritis failed to im- 
prove. The cases are too few to provide 
definite conclusions. Side-effects occurring 
in some patients are a major problem. The 
ability to return to work is considered an 
objective sign of good improvement. 


Surgical Armamentarium 


Excessive Compression by “Webril” Pad- 
ding, L. Cozen, R. Mazet, Jr., and D. C. 
Skilling. Amer. J. Surg. 91: 404-408, 1956. 


The webril bandage has certain advan- 
tage over sheet wadding: it sticks to itself, 
molds accurately to bony contours of the 
extremity, and since it can be applied in 
many thicknesses over bony prominences, 
it obviates the need for felt in such areas. 
Its ease and smoothness of application un- 
der a plaster cast has been demonstrated. 
However, a disadvantage is the inability of 
webril to slide and stretch. ‘Two instances 
are reported wherein the webril padding 
caused excessive compression, in one case 
producing a large skin slough which had 
to be removed, but drainage of the wound 
continued for five months. In the other 
the webril contributed to an impending 
Volkmann's ischemia. Although superior 
to sheet wadding in convalescent fracture 
cases and in casts for arthritic joints and 
similar cases, it is unsafe as postoperative 
padding or immediately after fracture 
unless it is split or torn completely so that 
there is no single complete circular layer. 


The History of Plaster of Paris Bandages, 
A. F. Jones. Surg., Gynec. & Obst. 102: 
249-52, 1956. 


Such material was in use more than 4,000 
years ago, in the treatment of fractures and 
clubfeet. Although Rhazes, born 860 A.D., 
discussed its use in fractures, it was largely 
forgotten by the medieval and Renaissance 
surgeons. ‘The literature of modern times 
is reviewed. Mathysen has been extensively 
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honored for his use (1851) of plaster-of- 
Paris rubbed into coarse cloth, patterned 
to fit the injured limb, and the use of im- 
pregnated bandages, used particularly on 
the battlefield. Russians, however claim 
priority for Pirogoff, because of his use of 
plaster casts during the Crimean war, 
(1853). 


Rayon Contact Dressings for Orthopedic 
Wounds, J. E. Thomson. 
91: 413-14, 1956. 


Amer. J. Surg. 


Several years of experience in use of fine 
mesh rayon fabric has shown that this ma- 
terial conforms to physiologic requirements 
for an ideal contact dressing: (1) it is easily 
sterilized, (2) has a weave close enough to 
prevent capillary invasion into its meshes, 
(3) is loose enough to afford adequate 
drainage, (4) has a friction coefficient low 
enough to reflect minimal irritation to the 
surface of the wound, and (5) when mois- 
tened with saline solution it can be re- 
moved without sticking, thus reducing 
bleeding and discomfort to the patient. 
The contact rayon can be fitted to cover 
freshly debrided wounds, placed over split- 
skin grafts, and used to cover open infected 
wounds but must be kept moist with saline. 
The rayon fabric stabilizes tissues with use 
of overlying pressure dressings and reduces 
the possibility of infection. 


Acetone Poisoning Following the Appli- 
cation of a Lightweight Cast, P. K. Ren- 
shaw and R. M. Mitchell. Brit. M. J. 1: 
615, 1956. 


Usually in such cases the acetone has 
been applied as a setting solution directly 
to the skin. In this case of a 14-year-old 
girl with bilateral congenital dislocation 
of the hips, after manipulation under anes- 
thesia, a plaster-of-Paris cast was applied 
in frog position, and an “airlight” bandage 
immersed in the setting solution wound 
next day over the plaster cast. The child 
was found unconscious 12 hours later and 
the room smelled of acetone. Vomiting 
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and hematemesis followed regaining of 
consciousness 6 hours later; recovery was 
spontaneous. Absorption of acetone by 
inhalations seems probable. The setting 
solutions should be used sparsely except 
when large areas are to be covered and 
ventilation should be good. 


Miscellaneous 


Observations on Chemical and Neural 
Mechanisms of Cutaneous Hyperalgesia, 
Flare and Inflammation, ]. A. Harpman 
and T. P. Whitehead. Brain 78: 634-60, 
1955. 

The effects of local anesthesia on devel- 
opment of subcutaneous hyperalgesia fol- 
lowing small skin injuries seem to indicate 
that a neural mechanism is involved in the 
reaction. Skin injuries a few millimeters 
square may become surrounded by areas 
of cutaneous hyperalgesia many centi- 
meters square. Cutaneous hyperalgesia 
is often more severe over subcutaneous 
veins, but areas of hyperalgesia may be de- 


limited by superficial veins extending along 
them. Venous obstruction makes hyper- 
algesia worse. That hyperalgesia areas are 
hypoesthetic may be explained by anatomic 
and chemical reasons. An extensive review 
of ‘the literature is presented. 


Observations on Lymphatic Fistula of 
the Lower Limbs, A. G. Parks. Guy’s Hosp. 
Rep. 104: 231-38, 1955. 


Lymphatic fistula quite commonly fol- 
lows operations in the region of the main 
lymphatic trunks, oftenest in the groin. 
Two unusual cases are reported, one in the 
mid-thigh, and one below the knee. A third 
patient had a fistula in ‘the groin. Flow of 
fluid from the fistula is aggravated by walk- 
ing and by massage of the limb below the 
wound. The fistula is associated with clean, 
atraumatic incised wounds. It continues 
for a number of weeks but remains unin- 
flamed. Treatment is conservative; it may 
heel spontaneously. Operative measures 
may cause a spreading cellulitus. 


“Iwo kinds of people: those who cause happiness wherever they go and those 


who cause happiness whenever they go.” 
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ORGANIZATION NEWS 


Secretaries of local, state, regional, affiliated, 
subsidary and other related organizations are 
invited to submit copy for this column. 


California 


Southern Division 

The Southern Division of the California 
Association of Chiropodists will hold its 
sixth annual symposium at the Statler 
Hotel, Los Angeles, California, on February 
23-24, 1957. 

Dr. Leo N. Liss of San Francisco will 
present his lecture on February 25th. Dr. 
Ray Kingland of Boise, Idaho, will give a 
lecture on February 24th. 


$25.00 

Dr. Joseph M. Turchin, Scientific Chairman 

Drs. Anthony J. DeLeo and Seymour Silver, 
Co-Chairmen 


Idaho 


The Idaho Association of Chiropodists 
helds its annual fall meeting on Novem- 
ber 3-4, 1956 at the Rogers Hotel, Idaho 
Falls, Idaho. 

Dr. Mark Baum, dermatologist, pre- 
sented with the aid of slides a program 
concerning skin lesions of the foot. Dr. 
Gordon R. Tobin spoke on the American 
College of Foot Surgeons. Dr. Louis A. 
Catellier presented an informal discussion 
on TV Station KID relative to chiropody 
educational requirements and the need for 
students in our profession. 


Illinois 


The Illinois Chiropody Society on Novem- 
ber 21, 1956 concluded a series of three lec- 
tures on peripheral vascular diseases. 
Edward Weisman, D.S.C., and Irving 
Sward, D.S.C., evaluated and reviewed two 
previous lectures presented by Jack 
Sanders, M.D. and Samuel Perlow, M.D. 
Dr. Sanders spoke on “Venous Problems 
Affecting the Lower Extremities” at the 
monthly meeting on September 19, 1956. 
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Dr. Perlow followed with a lecture on 
“Arterial Problems Affecting the Lower 
Extremities.” 

These three lectures, arranged by Jack 
Stern, D.S.C., Scientific Chairman, pro- 
vided a post-graduate course in peripheral 
vascular diseases from a practical diagnostic 
standpoint. The program was well received. 


Zone III 


The quarterly meeting of Zone III, 
Illinois Chiropody Society, was held on 
December 2, 1956 at the Jefferson Hotel, 
Peoria, Ill. Plans were formulated for a 
membership drive. 

Dr. Lyle McCain, Professor of Surgery, 
Illinois College of Chiropody, lectured and 
presented a film on “Practical Office Sur- 
gery.” Dr. Paul Siebert lectured on “Pelvic 
X-ray Examination Indications and Use in 
Postural Studies.” The next meeting is 
scheduled for March 3, 1957. 


Interprofessional Council 

The Illinois Chiropody Society, on 
December 3, 1956, joined five other 
branches of the healing arts in honoring a 
husband and wife medical research team. 

A plaque for distinguished service in 
developing a technique of recording elec- 
trical brain waves was presented to Dr. 
Frederic A. Gibbs and his wife, Erna, of 
Chicago, by the Illinois Interprofessional 
Council at the Organization’s annual din- 
ner at the Congress Hotel, Chicago. The 
plaque was presented for their dedicated 
efforts for the betterment of the health 
and welfare of the people of Illinois. 

The members of the council include the 
Illinois Chiropody Society, the Illinois 
State Medical Society, the Illinois State 
Dental Society, the Illinois Optometric 
Association, the Ifinois Pharmaceutical 
Association and the Illinois State Veter- 
inary Medical Association. The total 
membership of the combined associations 
is 25,000. Dr. Philip R. Brachman is second 
vice president of the Illinois Interprofes- 
sional Council. 
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Michigan 

At the November I1, 1956, meeting of 
the Northeastern Division of the Michigan 
Chiropody Association Dr. Russell H. See- 
burger presented a paper on_ biological 
therapy. 

Pennsylvania 

The annual meeting of the House of 
Delegates of the Chiropody Society of 
Pennsylvania was held on November 3-4, 
1956, at the Penn Harris Hotel, Harrisburg, 
Pa. 

The following officers were elected: Presi- 
dent, Dr. William F. Jeffery; President- 
elect, Dr. Theodore Huels; Vice President, 
Dr. Kenneth Gillespie; Secretary, Dr. 
Arnold Newman; Treasurer, Dr. Lillian 
Seibert; Board of Governors, Dr. Paul 
Schneyer and Dr. Elmer Harford; Con- 
vention Manager, Dr. Arthur Schultz; 
Assistant Convention Manager, Dr. Leon 
Lindenberg; N.A.C. Delegates, Drs. M. 
Speizman, B. Egerter, C. Krausz, C. D. Bos- 
sart and A. W. Newman. 


South Carolina 

The South Carolina Chiropody Associa- 
tion met on December 9, 1956, in Colum- 
bia. The following officers were elected: 
President, Dr. Philip Cogen; First Vice 
President, Dr. James Hill; Second Vice 
President, Dr. Bernard Silver; Secretary- 
Treasurer, Dr. H. A. McAninch; N.A.C. 
Delegate, Dr. Philp Cogen, N.A.C. Alter- 
nate, Dr. H. A. McAninch; Representative 
to Mid-Atlantic Association of Podiatrists, 
Dr. James Rice. 

A Vocational Guidance Film, “Chi- 
ropody as a Career’ will be shown at 
the Camden, S. C., High School on Jan- 
uary 25, 1957. Dr. Philip Cogen will be 
one of the speakers. 

Virginia 

The Virginia Association of Chiropodists 
held their semi-annual meeting on Novem- 
ber 17-18, 1956, at the Jefferson Hotel, 
Richmond. Dr. Milton Cummins, Presi- 
dent, presided over the meeting. 

The following officers were elected for 
the coming year: President, Dr. Samuel 


THE SKIN 


has a natural, protective 
acid mantle. Alkalies in 
soaps and detergents re- 
move this acid barrier, 
leaving the unprotected 
skin open to attack by 
bacteria and fungi that 
may cause athlete's foot. 


Acid Mantle Creme or 
Lotion restores the normal 
acidity of the skin imme- 
diately, thus restoring the 
skin's normal, protective 
barrier...and preventing 
athlete's foot. ‘ 
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AVAILABLE — Acid Mantle Creme pH4.2 
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Kaufman; Vice President, Dr. Irwin T. 
Domsky; Secretary-Treasurer, Dr. Herman 
Chapel; Executive Board, Dr. George 
Cohen; Zone Eight Delegate, Dr. Stanley 
Bricker; Alternate, Dr. Bertram Bigoney. 

Dr. Bernard Egerter was the guest lec- 
turer for the scientific session. 
Wyoming 

A testimonial dinner was held Novem- 
ber 17, 1956, in honor of Dr. May H. Barker 
of Worland, Wyoming. Dr. Barker has 
served twenty-five years as a chiropodist. 
She was presented with a Life Certificate 
in the Wyoming Association of Chiropo- 
dists and a Twenty-Five Year Certificate 
from the National Association of Chiropo- 
dists. 

At tthe semi-annual meeting of the 
Wyoming Association of Chiropodists held 
in Casper, Wyoming, on October 7, 1956, 
the following officers were elected: Presi- 
dent, Dr. John B. Holthouse; Vice Presi- 
dent, Dr. E. O. King; Secretary, Dr. Duane 
Neu Schultz. 

The next meeting will be held in Jack- 
son, Wyoming, May 1957. A regional meet- 
ing is being planned to celebrate the twen- 
tieth anniversary of state recognition of 
chiropody in Wyoming. 


FOOT CLINIC LISTED ON STAFF 
OF SAINT LOUIS UNIVERSITY 
SCHOOL OF MEDICINE 


The recent bulletin published by the 
Saint Louis University lists a foot clinic on 
its staff for the Out-Patient Department. 
The clinicians consist of the following prac- 
titioners: Drs. George B. Clark, Gerald W. 
Cohen, Elmer A. Heller, Ervin Hindes, 
Kenneth E. Lane, Jr., James T. Main, 
DeLisle L. Mrazek, Richard C. Pearce, 
Edwin A. Saenger, Clyde N. Schubkegel, 
Samuel T. Scott, Walter A. Shepard, 
Charles H. Wunderlich. 


BILLIG CLINIC 
ANNOUNCES SYMPOSIUM 

On January 12, 1957, the Billig Clinic 
will hold a symposium on “foot pains” at 
Pepperdine College in Los Angeles, Calif. 
The men on the panel, headed by Dr. Ross 


NEW 
CLINICAL EVIDENCE: 


HYDROCORTISONE 

IN ACID MANTLE® BASE 
MORE EFFECTIVE 
IN SKIN THERAPY 


Exclusively i. 


CORT- 
DOME 


Creme or Lotion-DOME-pH4.6 


“ .. The beneficial effects of 
Hydrocortisone appear to be 
enhanced by placing it in 
Acid Mantle Creme base, 
producing an acid prepara- 
tion compatible with the 
normal pH of the skin. We 
have found that 14% Hydro- 
cortisone in the above base 
is about as effective as 1% 
in most conditions treated.” 


luckwood, James H., Cmdr., MC, USN 

U.S. Naval Hospital, San Diego, Cal. 
Bulletin of the Association of Mili- 

tary Dermatologists, June 1955, p. 2 


CORT-DOME 
will be found particularly 
effective for treatment of 
general and acute inflam- 
mation of the skin and ecze- 
mas of the feet and legs. 


AVAILABLE 
3 strengths: 4%, 1%, 2% 
CREME (jars) % 0z., 1 0z., 
2 oz., 4 0z., 16 oz. LOTION 
(plastic squeeze bottles) 
% 02z., 1 oz., 2 oz., 4 0z., 1 pint. 
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T. McIntyre, are nationally known. 

Dr. Robert L. Brennan of Los Angeles 
has been selected to participate on the 
program. The International Record of 
Medicine and General Practice Clinics will 
publish the discussions presented at the 


symposium. 


EXECUTIVE SECRETARY 
OF OHIO ADDRESSES 
ONTARIO CHIROPODISTS 

Mr. J. Edwin Farmer, Executive Secre- 
tary of the Ohio Chiropodists Association, 
addressed the Ontario Chiropodists Asso- 
ciation at their meeting on November 17, 
1956, in Toronto. Mr. Farmer, a consultant 
on management, public relations and legis- 
lation spoke on “The Management of a 
Professional Association.” 

The Association, in its business session 
following Mr. Farmer’s explanation of how 
a lay executive secretary could guide a 
professional association, made plans to 
employ a secretary to assist their associa- 
tion in its future development. 


LOW VOLTAGE SOCIETY 
HOLDS ANNUAL MEETING 

The American Chiropody Society of Low 
Voltage Therapeutics held their sixth 
annual business and scientific sessions on 
November 3-4, 1956 at the Sheraton Plaza 
Hotel, Boston, Massachusetts. The follow- 
ing officers were elected: President, Dr. 
Harold E. Fiske; First Vice President, Dr. 
Harry Tarnoff; Second Vice President, Dr. 
Arthur Schultz; Custodian, Dr. Walter 
Teskey. 

The second day was devoted to a study 
of low voltage therapy. This was attended 
by approximately one hundred members 
and guests. A clinic of academic work and 
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practical application of low voltage cur- 
rents in chiropody was conducted by Drs. 
L. Brandolph, Harry Tarnoff and V. 
Genovese, who presented the medical, 
mechanical and surgical fields respectively. 
Dr. E. B. Sullivan discussed neuromuscular 
and gait problems. Dr. Joseph Horwitz 
presented the electro-therapeutic approach 
to neuromuscular problems through con- 
ditioned reflex. 

The next annual meeting is scheduled 
to be held in Philadelphia on Novem- 
ber 2-3, 1957. 


VOCATIONAL GUIDANCE 
COMMITTEE RECEIVES REQUESTS 
FOR SHOWING FILM, 
“CHIROPODY AS A CAREER" 
The Vocational Guidance Committee 
continues to receive requests for the show- 
ing of their film “Chiropody As a Career.” 
This film has been, or will be, shown in the 
following areas: Clarion High School, 
Clarion, Iowa, October 19, 1956; Toledo 
High School, Toledo, Washington, Novem- 
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IMPROPER FORCE STRETCHING 
AND SEAM WEAKENING. 
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A LIQUID PREPARATION 
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PERMANENTLY ANY SHOE MADE OF 
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STELLA'S STRETCH-ALL 
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Supplier for Free Sample. 
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ber 7, 1956; Miami High School, Miami, 
Oklahoma, November 9, 1956; Order of the 
Elks, Burns Lodge, Burns, Oregon, Novem- 
ber 28, 1956; General Electric Company, 
Richland, Washington, December 10, 1956; 
Wheelersburg Local Schools, Wheelers- 
burg, Ohio, December 12, 1956; Clarion 
High School, Clarion, lowa, December 14, 
1956; Beallsville High School, Beallsville, 
Ohio, January 3, 1957; Argos Community 
High School, Argos, Indiana, January 29, 
1957; Pottsville School, Pottsville, Texas, 
February 5, 1957; Father Divine Peace 
Mission, Philadelphia, Pennsylvania, Feb- 
ruary 8, 1957; Junior High School, Cedar 
Falls, lowa, February 12, 1957; Howland 
High School, Warren, Ohio, March 28, 
1957. 

State societies are urged to take note 
of the showings of the film in their respec- 
tive states and make use of this contact 
as a public relations project. 


PHI ALPHA PI FRATERNITY 


ANNOUNCES CONVENTION 
Tue Epsilon Chapter of the Phi Alpha Pi 


Fraternity of the Ohio College of Chiropody 
will be hosts this year for the Phi Alpha Pi 
national convention. The convention will 
be held at the Statler Hotel, Cleveland, 
Ohio, on February 1-3, 1957. 

‘The following guest speakers will appear 
on the program: Henry DuVries, M.D., 
Allen P. Joslin, M.D., Ramon D. Jacobs, 
D.S.C., William B. Ignatoff, D.S.C., Mal- 
colm M. Brahms, M.D. Al Capp, the car- 
toonist and creator of Li'l Abner, will be 
the banquet guest speaker. 

A tour of the city and a fashion show have 
been arranged for the wives. There will be 
a stag party for the men. 

The program will also include over 
twenty exhibitors. 


Phi Alpha Pi lota Chapter 


The lota Chapter of Phi Alpha Pi Frater- 
nity of Temple University School of Chi- 
ropody presents its Annual Scientific Sym- 
posium at the Broadwood Hotel, Philadel- 
phia, Pennsylvania, on Sunday, February 
17, 1957. 


ACCREDITED 
CHIROPODY 
COLLEGES 


California College of Chiropody 


1770 Eddy Street 
San Francisco, Calif. 


Chicago College of Chiropody 
1422 W. Monroe Street 
Chicago, Ill. 


lilinois College of Chiropody 
and Foot Surgery 


1327 North Clark Street 
Chicago, Ill. 


New York College of Podiatry 


53 East 124th Street 
New York, N. Y. 


Ohio College of Chiropody 


2057 Cornell Road 
Cleveland, Ohio 


Temple University, School of 
Chiropody 

1810 Spring Garden Street 

Philadelphia, Pa. 
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MOOD ELEVATORS BUTLER'S CHIROPODY 


Contributions to this column are more than 
welcome. In fact it depends upon them. SUPPLY CO. 
A.O.P. Western Specialists in the Finest 


All Nationally Advertised Equipment 


CHAIRS & STOOLS ULTRASONICS 


It’s not the ups and downs that make life RELIANCE LINDQUIST 
hard. It’s the jerks. RITTER BIRTCHER 
PAIDAR FISCHER 
INSTRUMENTS SUPPLIES 
“The flu is a thing that takes you six CHIROPODY 
SURGICAL 


months to get well after you get over it.” 
X-RAYS, WHIRLPOOLS, ALL MAKES 


Every foot balancer made 


“I took up golfing to develop  self- to specific prescription. 
control,” said the man to his caddy. 5541 York Bivd., Los Angeles, Calif. 
The caddy gave the golfer a dirty look. re 
“You should of taken up caddying,” he oe eee 


said. 
BUTLER'S 
"The House of Friendly Service" 


“He who dances must pay the fiddler— 
TERMS TO SUIT 


also the waiter, the florist, the hat check 
girl, the door man, and the parking attend- WRITE FOR PRICES AND DETAILS 
ant.” 


known for 


Their outstanding, skilled craftsmanship in the appliance of old- 
hand-made foot appliances for any kinds of deformity as well as Balance Inlays, 
Levy and Sansone Molds, Celastic, and arches of oak sole leather with blue tempered 
steel springs; also flexible type of supports of cork and rubber. 
We also construct any type of stainless steel plates. 
The priceless knowledge and experience which we learned and inherited from our 
fathers enable us to be very proud of our scores of years in orthopaedic work. 
Every appliance constructed in our laboratory is hand made. We DO NOT HAVE 
ANY STOCK APPLIANCES OF ANY KIND. 
It is our proud privilege to serve you and the profession in your every need and we 
look forward to hearing from you in the near future. Write for our literature. 


LEVY & RAPPEL, INC. 


384 COLUMBUS AVENUE NEW YORK 24, N. Y. 
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THE HOUSE OF COMFORT 


ALL SURGICAL SUPPLY HOUSES 
ARE NOT ALIKE 
PREPARATORY SPRAY: A colored 


antiseptic solution for spraying the field 
of operation and instrument sterilization. 
Has many purposes in the chiropodist’s 
office where sterilization and perfumed 
antiseptic aroma are desired. 


ONYCHOMYVAN: A specific for fun- 
gicidal nails and callous grooves. A com- 
bination of two potent antimycotic agents 
that are both virtually harmless to the skin 
and may be applied safely for prolonged 
periods. In a non-evaporating oil base. 


STYPTIC SOLUTION: Non-stinging 


and antiseptic. 


ADCOCAINE: Topical anesthetic. 


ADLER SURGICAL SUPPLY CO. 
“A Wonderful Place To Do Business” 
554 North 17th Street 
Philadelphia 30, Pa. 


“Santa entered through a hole in the 
chimney and left through a hole in your 
pocket.” 


“The clear sky, the green fruitful earth 
is good; but peace among men is better.” 
Wawan Song, Omaha Tribe. 


"Oh come now Miss Henshaw—it won't 
hurt a bit!" 


There is NO one type of Foot Appliance 
that is BEST for ALL foot conditions 


For that reason we offer you a wide choice of materials and styles 


* ORLON LAMINATED PLASTICS 
* CELASTIC BI-PLANE BALANCERS 
* LEATHER BI-PLANE BALANCERS 
* FLEXIBLE LEVY MOULDS 
* SEMI-RIGID LEVY MOULDS 
* FLEXIBLE LEATHER APPLIANCES 
Write today for our illustrated catalogue 


ARCHCRAFT LABORATORIES 


Manufacturing Custom Foot Appliances 
1807 ARCH STREET PHILA. 3, PA. 
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Man is like a lampwick. He trims a good 
many times before he gets the right flame. 


When a man is not a mouse his wife 
keeps her trap shut. 


Work only tires a woman but it ruins 
a man. 


Peanuts 

Three small boys were brought before 
a judge for questioning. The first boy said 
his offense was throwing peanuts into the 
lake. The second little boy said his mis- 
demeanor was also throwing peanuts into 
the lake. 

“What about you?” asked the judge of 
the third boy. 

“Me, I’m Peanuts,” was the answer. 

“It’s a foine weather bureau we have,” 
said Mike McGuire, “but up there,” glanc- 
ing skyward, “they can’t keep up with 
them.” 


True Balance Inlays 
and Full Extension Inlays 


. . made to your 
prescription. 


Metal Whitman Braces 


and all other metal 
braces made to casts. 


For all special custom 
work, consult us. 


Dr. Brachman Laboratories, Inc. 


3126-30 N. HALSTEAD ST. 
CHICAGO 14, ILL. 


For that next case of 
TYLOMA OF THE GREAT TOE 


Chronic or acute Heloma, callous or vascular 
in nature, found on the inner side of great toe. 


A prosthesis from cast of condition gives last- 
ing comfort and in a greater percentage of cases 
a cure of that condition. 


Send casts 
to 


Liquid Rubber Appliance Lab. 
489 High Street 


Newark 2, N. J. 
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“Otherwise you seem to be OK!!" 


FOOT BALANCE INLAYS 


are only completely 
successful 
when each case 
is individually studied, diagnosed 
and an inlay made to fit its 


special requirements 


The laboratory of 


CARL G. BERGMANN, D.S.C. 
5406 BROADWAY CHICAGO 40, ILL. 


originator of foot balance inlays is directed 
in all its endeavors to accomplish this result 
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CONVENTION DATES 
AND 
MEETING NOTICES 


1957 


NATIONAL ASSOCIATION OF 
Chicago, Ill. 
August 14-21, 1957 
Drake Hotel 

Pot ALPHA Pi NATIONAL CONVENTION 
Cleveland, Ohio 
February 1-3, 1957 
Hotel Statler 

THE AMERICAN ACADEMY OF CHIROPODISTS 
S-ientific Convention 
Cieveland, Ohio 
February 10-11, 1957 
Hotel Statler 

New York STATE Popiatry SOCIETY 
Foot Care Conference 
New York, N. Y. 

February 22-24, 1957 
Barbizon Plaza Hotel 

ALPHA GAMMA KAPPA FRATERNITY 
National Convention 
Chicago, 

March 14, 1957 
Hamilton Hotel 

REGION FIvE 
Chicago, Ill., March 15-17, 1957 
Morrison Hotel 

REGION THREE 
Atlantic City, N. J. 

April 25-28, 1957 
Ambassador Hotel 

REGION SIx 
St. Louis, Mo., May 3-5, 1957 
Hotel Statler 

SOUTHWESTERN CHIROPODY CONGRESS 
Houston, Texas, June 13-15, 1957 
Shamrock-Hilton Hotel 

REGION ONE 
Boston, Mass. 

September 13-15, 1957 
Sheraton Plaza Hotel 


CHIROPODISTS 


PRINTING PATIENTS’ RECORDS 
BOOKKEEPING SYSTEMS * FILES 


PROFESSIONAL PRINTING CO., INC 
NEW HYDE PARK, N. Y. 


FOREDOM 
CIROPODY 
DRILLS 


PIONEERS... 
AND... AFTER 
35 YEARS STILL 
THE LEADERS! 


The ONLY complete 
line. Cable and All- 
cord models — floor, 
wall and cabinet 
types — combination 
drill-vibrators — per- 
cussion vibrator at- 
tachments for cable 
drills. 


Send for COM- 
PLETE Catalog 
No. CLIA 


When you buy FOREDOM you get the 
BEST at a price which offers a chal- 
lenge to imitators. 


AT YOUR DEALER’S 


Foredom Electric Company 
27 Park Place, Dept. C11A 
New York 7, N. Y. 
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ADVERTISERS INDEX 


COMMUNICATION FROM 
THE PROFESSION 


Page No. 
Adler Surgical Supply Co. ............. A24 
Archcraft Laboratories 
Bergmann Laboratory 
Brachman Laboratories, Inc. ............ 
Bristol-Myers Company ....Outside Back Cover 
Butler's Chiropody Supply Co. .......... A23 
Dome Chemicals, Inc. 
Dome fas. 
Foot Facts Publications 
Foredom Electric Company 
Hoffman-La Roche, Inc. ..... Inside Front Cover 
Liquid Rubber Appliance Laboratory .... 
Liquid Rubber Aopliance Lab. 


Maltbie Laboratories 
(Div., Wallace & Tiernan, Inc.) 


McKesson & Robbins, Inc. .............. Al4-15 
Mennen Company, The 

Metabolic Products Corp. .............. 
Mowbray Company, The 

NAC Agency, Inc., The 

Pfingst & Co., Inc. 

Phi Alpha Pi 

Professional Printing Co., Inc. 

A20, A22, A27, A29, A30 
A7 
Stella, F. P., & Sons Products 
Surgical Supply Service 
Westwood Pharmaceuticals . .Inside Back Cover 

(Div. Foster-Milburn Company) 
Women's Auxiliary 


The article in the November issue of the 
JournaL “Reactions to adhesive tape,” by 
Wm. B. Ignatoff, D.S.C., was very well writ- 
ten and should be of great help to many 
doctors. There was one reference that dis- 
turbed me and should be mentioned. That 
is the use of carbon tetrachloride for cleans- 
ing the skin. 

I was reminded of a notice posted in a 
Navy ship. It cited how the use of carbon 
tetrachloride in an inadequately ventilated 
compartment had caused the death of one 
person and produced ill effects in six others. 

There is not the slightest doubt that 
anyone using this material, especially a 
professional man, would take every precau- 
tion to guard himself and others, but some- 
times the constant use of any material be- 
comes such a habit that we grow careless 
and do not always use the best judgment 
we may be capable of. 

The proper material to remove adhesive 
tape would be a rubber solvent that is ob- 
tainable through any garage where tires 
are repaired in any quantity. This should 
be neutralized immediately afterward by 
the adequate use of a good grade of rubbing 
alcohol made from grain. 

H. B. Cully, D.S.C. 
214 North Jefferson St. 
Van Wert, Ohio 


THE WM. J. STICKEL ANNUAL AWARDS 


For RESEARCH IN CHIROPODY for 1957 


SPONSORED BY THE 
Journal of the National Association of Chiropodists and The N.A.C. Agency, Inc. 


Thirteenth Year of Awards 


First Award—$400.00 
Fourth Award—$50.00 


Second Award—$250.00 


Third Award—$100.00 
Fifth Award—$50.00 


Members who desire to submit papers should make application on a form which can be obtained 


from the Secretary. 


Research papers on any subject in the field of Chiropody may be offered. The final date on which 


papers will be accepted is April 15, 1957. 


See Rules and Pertinent Information, J.N.A.C. Volume 46, Number |!, page 767, November, 1956. 
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ADVERTISEMENTS 
Advertisements not exceeding 30 words 
cost $3.00. Additional words 10 cents each. FOR IMMEDIATE 
Commercial classified advertisements— IMPROVEMENT 
minimum 30 words $10.00; 30 cents per ° 
additional word. tte 
All classified ads payable in advance. TINEA PEDIS 


Remittance must accompany order for in- and other fungus or 
sertion. bacterial infections 


MELASOL | 


Please do not ask for the names of classified CONTAINING TE TREE OIL—THE 
CLINICALLY PROVEN AUSTRALIAN 


advertisers in the JOURNAL who use box PUNGICIDE end ANTISEPTIC 
numbers. We accept such advertisements 

with the understanding that this information fungicide ‘and antiseptic used in Australia’s 
will not be released. Address replies or ge yom by 
inquiries to the box number shown in the Sitect. "MELASOL Vill penetrate scale 


used internally in dilution 
; . Te Tree Oil is used extensively in Aus- 
advertisement. They are promptly for- fai by both medical and dental professions. 
warded to the advertiser. Reve Be 
carb les 


tigo, jony Dd and boils. 
A ble also in ointment form for poison 
ivy, burns and similar conditions. 


WANTED: Practice in New York or Send for clinical reports and prices today! 
State that gives reciprocity. Must net at METABOLIC PRODUCTS CORP. 
least $7,500. Write 102, c/o National Asso- LITTLE BLDG., BOSTON 16, MASS. 
ciation of Chiropodists, 3301 16th Street, Cal. Dist., Pacific Products Service, Angwin, Calif. 
N. W., Washington 10, D. C. 


LIQUID LATEX 
Extra thick. You can thin it yourself to DO WE HAVE 


suit your needs. White or Green Colors. 


1016-CH Donald St., Peoria, Illinois ADDRESS 


FOR SALE: Trenton, N. J. Three-story FOR 
brick building containing offices, one 
utility apartment, and one 614-room apart- DIRECTORY 
ment. Doctors’ row. Main thoroughfare. 

Income from building will carry iecliean LISTING? 
Established practice goes with the building 
gratis. Must move due to wife’s health. 
Wonderful opportunity. Write 1108, SANITEX SS ANITEX 
c/o National Association of Chiropodists, 
3301 16th Street, N. W., Washington 10, 


: DIATHERMIES 

tow 

EFFICIENT 


SANITEX ELECTRIC CO. INC 
JO3 4TH AVE NEW YORK 
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FOR RESULTS TRY 
CLASSIFIED ADS 


in the 
JOURNAL N.A.C. 


They will help secure a new location, 
practice equipment, apparatus, books, in- 
struments, a successor, partner, associate 
or assistant. The Journal has proved an 
excellent medium for any of the above pur- 
poses. The classified columns can be of 
genuine service to advertisers and mem- 
bers. Commercial and personal rates are 
shown at the head of the column. If you 
desire more specific information concern- 
ing classified advertising, write to: 


Journal of the National 
Association of Chiropodists 
3301 16th St., N. W., 
Washington 10, D. C. 


BARGAIN: Complete Ritter-equipped 
office with dentist and optometrist. Excel- 
lent city with vast drawing area; on scenic 
Lake Cumberland. Leaving State for 
health. Interested? Write Dr. R. L. Jack- 
son, Jr., N. E. Public Square, Somerset, 
Kentucky. 


PROFESSIONAL PADS 


You can change your habit of cutting 
pads by hand. 
are essional in 


DR. A. DALLEK, Chiropodist 
790 East Tremont Ave. 
Bronx 60, N. Y¥. 


NEW JERSEY — Excellent opportunity 
for chiropodists. Office space available with 
dentist. Good location. Write Dr. Dwulet, 
1109 Arnold Avenue, Pt. Pleasant, New 
Jersey. Phone Pt. Pleasant 5-2353. 


and 
Patents! Records 
PROFESSIONAL 


NEW HYDE PARK W Y 


Skin Adherent 
No. 2 


Convenient 


to use 
Non-irritating 
SEND FOR SAMPLE 


THE MOWBRAY CO., WAVERLY, IOWA 


WANTED: Associateship with chiropo- 
dist in Mid-Atlantic, South or Midwest 
with intentions of purchasing practice. Must 
gross over $12,000 per year. Write 104, 
c/o National Association of Chiropodists, 
3301 16th Street, N. W., Washington 10, 
D. C. 


POST OFFICE 
DOES NOT 
FORWARD JOURNALS 
UNLESS YOU 
PROVIDE FOR 
FORWARDING WITH 
YOUR POSTMASTER. 


WE REQUIRE SIX 
WEEKS NOTICE FOR 
CHANGE OF 
ADDRESS 


FOR SALE: Ritter X-ray-Stat.; X-ray 
equipment; used 4 years. Like new. Cost 
$1,100.00. Sale $700.00 cash. Dr. A. Pez- 
zulli, P. O. Box 67, Elkins, West Virginia. 


In '57 Resolve To 
Educate Your Patients With 


FOOT FACTS 
Publications 


P. O. BOX 985 
MIAMI BEACH 39, FLORIDA 
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when soap irritates 


LOWI cake 


cleanses tender skin gently . . . without irritation 


Indications: 
tender" skin ‘‘dermatitic’ skin ‘allergic’ skin 


Try LOWILA yourself, Doctor! 
Send for a FULL SIZE cake today 


PHARMACEUTICALS 


DIVISION OF FOSTER-MILBURN CO. 
. 468 DEWITT ST. + BUFFALO 13, N. Y. 


Why Torture Tender £kin? 
| 
4 
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When the problem is rheumatic or arthritic pain, Min1t-RuB® 
brings comfortable relaxation the easy, greaseless way. This 
counterirritant heat is an excellent adjunct to systemic 
arthritic therapy. 


The week-end enthusiast who sporadically overworks his mus- 
cles needs help fast. Mrn1t-Rus brings deep, warming relief. 


For colds, Mrnit-Rus applied to the chest relieves soreness 
and congestion; inhaled it reduces stuffiness. 


On “footsore” days, a little Minit-Rus briskly applied to 
insteps and arches is bracing to tired feet. 


Bristol-Myers Co.,19 West 50 Street, N.Y. 20,N.Y. 
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